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LIST OF ACRONYMS

ABD aged, blind, or disabled

ACA Affordable Care Act

ACO accountable care organization

ACSC ambulatory care sensitive conditions

ADK Demonstration  Adirondack Medical Home Demonstration
ADL activities of daily living

ADT admission-discharge-transfer

AHEC Area Health Education Centers

AHI Adirondack Health Institute, Inc.

AHRQ Agency for Healthcare Research and Quality
AMI acute myocardial infarction

APC advanced primary care

APCD all-payers claims database

APCP advanced primary care practice

ARC Actuarial Research Corporation

BCBS Blue Cross Blue Shield

BCBSM Blue Cross Blue Shield of Michigan
BCBSNC Blue Cross Blue Shield of North Carolina
BCBSRI Blue Cross Blue Shield of Rhode Island
BCN Blue Care Network

BETOS Berenson-Eggers Type of Service

BHHO behavioral health home organization

BMI body mass index

BQPP Blue Quality Physician Program

CAH critical access hospital

CAHPS Consumer Assessment of Healthcare Providers and Systems
CCI Chronic Care Initiative

CCM chronic care management

CCNC Community Care of North Carolina

CCS Clinical Classification Software

CCT community care team

CDC Centers for Disease Control and Prevention
CDE certified diabetes educator

CDPS Chronic Illness and Disability Payment System
CEDARR Comprehensive Evaluation, Diagnosis, Assessment, Referral, and

Re-evaluation
CFC chlorofluorocarbon
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CG
CHEAR
CHF
CHT
CI

CM
CMIS
CMMI
CMIS
CMS
CcOoC
COPD
CPC
CRF
CSI
CSS
CTC
CVD
D-in-D
D-D-D
DNC
DOH
DPW
DSRIP
E&M
EDB
EDR
EF
EHR
EQuIP
ER
ERISA
ESRD
FFS
FPL
FQHC
FTE
GOHCR

comparison group

Child Health Evaluation and Research
congestive heart failure

community health team

confidence interval

care management

Case Management Information System
Center for Medicare and Medicaid Innovation
Case Management Information System
Centers for Medicare & Medicaid Services
Continuity of Care [Index]

chronic obstructive pulmonary disease
Comprehensive Primary Care Initiative
chronic renal failure

Chronic Care Sustainability Initiative

Council of Subspecialty Societies

Care Transformation Collaborative of Rhode Island
cerebrovascular disease
difference-in-differences
difference-in-difference-in-difference

does not converge

Department of Health

Department of Public Welfare

Delivery System Reform Incentive Payment [New York]
evaluation and management

Enrollment Data Base

Evaluation Design Report

eligibility fraction

electronic health record

Expansion and Quality Improvement Program
emergency room

Employee Retirement Income Security Act of 1974
end-stage renal disease

fee-for-service

federal poverty level

federally qualified health center

full-time equivalent

Governor’s Office for Health Care Reform
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HCC
HCDS
HCH
HCPCS
HDL
HEDIS
HHA
HIE
HIPAA
HIT
HITECH
HIXNY
HRSA
HSA
ICD-9
IESD
IHP
IMPaCT
ICF

IPA
IPPS
IPSD
IRB

IT

IVD
LDL-C
LPN
LTCD
LVN
MAeHC
MA
MA
MAPCP
MCO
MDC
MDCH
MDM
MDS

Hierarchical Condition Category

Health Care Delivery Systems

Health Care Homes

Healthcare Common Procedure Coding System
high-density lipoprotein

Healthcare Effectiveness Data and Information Set
home health agency

health information exchange

Health Insurance Privacy and Accountability Act
health information technology

Health Information Technology for Economic and Clinical Health
Health Information Xchange New York

Health Resources and Services Administration
health service area

International Classification of Diseases, Ninth Revision
Index Episode Start Date

Integrated Health Partnership

Infrastructure for Maintaining Primary Care Transformation
intermediate care facilities

Independent Practice Association

inpatient prospective payment system

Index Prescription Start Date

institutional review board

information technology

ischemic vascular disease

low-density lipoprotein cholesterol

licensed practical nurse

long-term care hospital

licensed vocational nurse

Massachusetts e-Health Collaborative

medical assistant

Medicare Advantage

Multi-Payer Advanced Primary Care Practice
managed care organization

Michigan Data Collaborative

Michigan Department of Community Health
Master Data Management

Minimum Data Set
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MHDO
MHQP
MiHIN
MiPCT
MMA
MMIS
MOU
MPCC
MPHI
MRDD
MRI
MSA
MU

MV
MVP
NASHP
NC-CCN
NCH
NCSHP
NCQA
NE
NNEACC
NP

NPI
NPPES
NYS DOH
OASIS
OB/GYN
OHIC
OLS
OMB
ONC

OPD
ORHCC
P4p

PA
PAFP

Maine Health Data Organization
Massachusetts Health Quality Partners
Michigan Health Information Network
Michigan Primary Care Transformation Project
Medicare Modernization Act

Medicaid Management Information System
memorandum of understanding

Michigan Primary Care Consortium
Michigan Public Health Institute

mental retardation and developmental disabilities
magnetic resonance imaging

metropolitan statistical area

meaningful use

missing values

Mohawk Valley Plan [Vermont]

National Academy for State Health Policy
North Carolina Community Care Networks
National Claims History

North Carolina State Health Plan

National Committee for Quality Assurance
northeast

Northern New England Accountable Care Collaborative

nurse practitioner

National Provider Identifier

National Plan and Provider Enumeration Systems
New York State Department of Health

Outcome and Assessment Information Set
obstetrics and gynecology

Rhode Island Office of the Health Insurance Commissioner

ordinary least squares
Office of Management and Budget

Office of the National Coordinator for Health Information

Technology
outpatient department

Office of Rural Health and Community Care [North Carolina]

pay-for-performance
physician assistant
Pennsylvania Academy of Family Physicians
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PBPM
PBPQ
PCCM
PCMH
PCP
PE
PGIP
PGP
PHO
PMPM
PMPY
PO
PPC®*PCMH™
PPS
PQI
PS
PTSD
PVD
QCA
QFE
QI
REC
RHC
RIQI
RN
ROF
Rol
RVU
SASH
SD

SE
SED
SIM
SMI
SMV
SNF
SPA
SQRMS

per beneficiary per month

per beneficiary per quarter

primary care case management [Maine]
patient-centered medical home

primary care provider

patient engagement and self-management
Physician Group Incentive Program
physician group practice

physician hospital organization

per member per month

per member per year

physician organization

Physician Practice Connection Patient-Centered Medical Home
performing provider system

Prevention Quality Indicator
propensity score

post-traumatic stress disorder
peripheral vascular disease

qualitative comparative analysis
quarterly fixed effects

quality improvement

Regional Extension Center

rural health clinic

Rhode Island Quality Institute
registered nurse

return on fees

return on investment

relative value units

Support and Services at Home

standard deviation

southeast

serious emotional disturbance [Maine]
State Innovation Model

serious mental illness [Maine]

set membership value

skilled nursing facility

State Plan Amendments

Statewide Quality Reporting and Measurement System
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SSI
SSNRI
SSRI
STDF
TANF
TIN
UB
UNC
UVM
VCCI
VCHIP
VHCURES

VITL
VNA
ZCTA

Supplemental Security Income

selective norepinephrine reuptake inhibitor
selective serotonin reuptake inhibitor
standardized difference

Temporary Assistance for Needy Families
taxpayer identification number

uniform billing

University of North Carolina

University of Vermont

Vermont Chronic Care Initiative

Vermont Child Health Improvement Program

Vermont Healthcare Claims Uniform Reporting and Evaluation
System

Vermont Information Technology Leaders
Visiting Nurse Association
ZIP Code Tabulation Area
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EXECUTIVE SUMMARY

The Multi-Payer Advanced Primary Care Practice (MAPCP) Demonstration was the first
patient-centered medical home (PCMH) model of the Centers for Medicare & Medicaid Services
(CMS). Under this demonstration, CMS joined state-sponsored, multi-payer initiatives to
promote the principles characterizing PCMHs. After a competitive solicitation, eight states were
selected for the MAPCP Demonstration: Maine, Michigan, Minnesota, New York, North
Carolina, Pennsylvania, Rhode Island, and Vermont. Although the demonstration in all eight
states was to start on July 1, 2011, only New York, Rhode Island, and Vermont became
operational on that date. Minnesota and North Carolina became operational on October 1, 2011,
and Maine, Michigan, and Pennsylvania on January 1, 2012. The demonstration ended in
Minnesota, North Carolina, and Pennsylvania on December 31, 2014, but continued in the other
five states through the end of 2016.

With those eight states, more than 6,000 providers at more than 800 practices
participated, providing advanced primary care services to more than 3 million individuals,
including more than 700,000 Medicare fee-for-service (FFS) beneficiaries. The MAPCP
Demonstration infused nearly $125 million in demonstration payments to support the provision
of patient-centered comprehensive, coordinated primary care and enhanced access.

The goal of the evaluation was to assess the impacts of the MAPCP Demonstration and
determine how contextual factors influenced these impacts. The evaluation is organized around
six major domains: state initiative implementation, practice transformation, access to care and
coordination of care, beneficiary experience with care, quality of care and patient safety, and
effectiveness (utilization of health services and expenditures). In our evaluation, we also consider
special populations. The evaluation used a mix of qualitative and quantitative methods to capture
each state’s unique features and to develop an in-depth understanding of the transformative
processes occurring within and across the states’ health care systems and participating PCMH
practices, thereby allowing us to link structural and process changes directly to outcomes. The
evaluation period began as each state started in the demonstration and went through December
2014 (which was the original planned end date of the demonstration). This Final Report
summarizes the evaluation findings through December 2014.

The eight state initiatives differed along many features. Table ES-1 highlights some of
these features.

* The initiatives had varying levels of experience when Medicare joined. The prior
tenure of these initiatives ranged between 1.5 years (New York and Michigan) and
8.5 years (North Carolina).

* Although average payments to practices were aimed at not exceeding $10 per
beneficiary per month (PBPM), the Medicare PBPM payments ranged between $1.20
in Vermont and $58.50 in Minnesota. However, most state initiatives did not have a
flat rate. For example, whereas the lowest payment PBPM in Vermont was $1.20 for
practices with Level 1 National Committee for Quality Assurance (NCQA)
recognition, practices with Level 3 recognition received $2.39 PBPM. In addition to
recognition level, states varied their PBPM payments amounts according to practice
tenure in initiative (Rhode Island), performance/utilization targets (Rhode Island,
Michigan, and Pennsylvania), and patient characteristics (Minnesota and
Pennsylvania).
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Table ES-1
State initiative features

North
Initiative feature New York  Rhode Island  Vermont Carolina Minnesota Maine Michigan Pennsylvania
MAPCP Demonstration start 7/1/2011 7/1/2011 7/1/2011 10/1/2011 10/1/2011 1/1/2012 1/1/2012 1/1/2012
date
State initiative joined by CMS  Adirondack Chronic Care Blueprint for ' Community  Health Care = Maine Michigan Chronic Care
(Initiative start date and age Medical Home Sustainability Health Care of North | Homes PCMH Pilot Primary Care  Initiative
when MAPCP Demonstration  Demonstration Initiative (7/2008; 3 yr) Carolina (7/2009; 2 yr | (1/2010; Transformation (10/2009; 2 yr
started) (1/2010; 1 yr ~ (10/2008; 2 yr (4/2003; 8 yr 3 mo) 2 yr) Project 3 mo)
6 mo) 9 mo) 6 mo) (7/2010; 1 yr 6
mo)
Medicare PBPM payment to $7.00! $3.00 to $6.00 $1.20 to $2.39 $2.50 to $3.50 $10.14 to $6.95 $2.00to $6.50  $2.10to $6.14
practice $58.50?
Payers mandated to participate = No Commercial | State No Commercial | No No No
employee not subject to
plans, ERISA
commercial
Number of payers 9 5 5 4 n/a’ 6 5 5
PCMH certification NCQA: Level NCQA: Level NCQA: Level NCQA: Level Minnesota NCQA: BCBS NCQA: Level
requirement 2 1 1 1 HCH Level 1 Michigan’s 1
+ state-specific  + state- + state- (by end of standards: + 10 core PGIP: PCMH  + state-
mandatory specific specific first year) Meet 100% of ' expectations ' designation specific must-
criteria “must-pass”  mandatory standards or pass NCQA
(within 12-18 NCQA criteria NCQA: Level 2  elements
months) elements
(within 6
months)
Support teams Pods Care CHTs Networks None CCTs POs None
management
support for
some
practices from
local hospital
Mandatory 24-hour access to Yes No No No Yes No Yes No
care

(continued)



€-Sd

Table ES-1 (continued)
State initiative features

North
Initiative Feature New York Rhode Island Vermont Carolina Minnesota Maine Michigan | Pennsylvania

Care coordination technical No Yes Yes Partially Partially Yes Yes No

assistance

Care coordination focus on high-risk | Yes Partially Yes Yes Yes Yes Yes Yes

patients

Discharge data and alerts Partially Partially Partially Partially Partially Partially Yes No

Higher payments for higher No No Yes Yes No No No No

certification levels

Performance incentives P4p P4p No No No No P4p Shared savings
NOTES:

' New York’s Medicare PBPM amount includes the following required contributions: $0.50 to a P4P incentive pool administered by the AHI, $0.10 to AHI to
administer this P4P incentive pool, and $0.50 to AHI for vendor management, a data warehouse, and other centralized activities.

2 Minnesota’s maximum Medicare PMPM payment amount includes the 15 percent supplement for patients with mental illness and the 15 percent supplement
for patients who speak English as a second language.

3 Minnesota did not report individual commercial insurance plan participation in its quarterly reports to CMS.

AHI = Adirondack Health Institute, Inc.; BCBS = Blue Cross Blue Shield; CCT = community care team; CHT = community health team; CMS = Centers for
Medicare & Medicaid Services; ERISA = Employee Retirement Income Security Act of 1974; HCH = Health Care Homes; MAPCP = Multi-Payer Advanced
Primary Care Practice; NCQA = National Committee for Quality Assurance; P4P = pay-for-performance; PBPM = per beneficiary per month; PCMH = patient-
centered medical home; PGIP = Physician Group Incentive Program; PO = physician organization.



* All states required practices to achieve PCMH certification to participate in the
initiatives. Minnesota was the only state that used its own Health Care Homes (HCH)
standards to certify practices as PCMHs instead of the NCQA PCMH recognition
requirements. Michigan practices could certify using the Physician Group Incentive
Program (PGIP) PCMH designation requirements, in addition to the NCQA
recognition standards. The standards of all states focused on practice transformation,
quality improvement, and data reporting.

* [Each state had between three and seven other payers participate in their multi-payer
PCMH initiatives, in addition to Medicare and Medicaid. Payer participation was
relatively steady for all states except Pennsylvania. Greater payer participation
increased the likelihood that practices received enough support to transform.

* Half of the demonstration states incorporated a pay-for-performance (P4P) element
into their payment model to incentivize practices to improve performance on quality
measures.

Resources used by initiatives. The initiative designs included resources to help practices
transform and deliver patient-centered care. Successful execution of these resources likely
influenced the impact of the MAPCP Demonstration practices.

* Care managers were viewed as the most central, transformative aspect of the PCMH
model. Care managers followed up with patients after hospital discharges or
emergency room (ER) visits, taught patients self-management, performed medication
reconciliation, connected patients to community-based services, and developed and
implemented individualized care plans. Practices had positive assessments of the
work and value of care managers. However, care managers’ interaction with patients
often was limited to a small percentage of a practice’s patients. Some states
(Pennsylvania, North Carolina, and Michigan) voiced concerns about lacking
sufficient care managers/care coordinators to serve the targeted populations or to have
a broad impact.

* Most state initiatives (New York, Rhode Island, Vermont, North Carolina, Maine, and
Michigan) used shared support teams to some extent to augment the care
coordination provided by practices and improve links among primary care practices
and community organizations and support services. The practices felt that their shared
support teams were critical, valuable, and helpful.

* Every state initiative offered technical assistance to practices, including learning
collaboratives, in-person meetings, practice coaching, and distance learning, such as
webinars or conference calls. Practice staff’s views of technical assistance ranged
from quite positive to more mixed assessments of its usefulness. Practices were most
positive about technical assistance that involved practice-specific problem solving,
onsite visits, and learning from other practices that had experienced problems.
However, practices with unfavorable views of their technical assistance experience
felt that the technical assistance did not address more advanced issues experienced by
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practices with more tenure in the initiatives. They described the technical assistance as
too elementary or redundant.

* States and participating payers provided practices with data in various formats to
facilitate care management and continuous quality improvement efforts. MAPCP
practices in Maine, New York, Pennsylvania, Rhode Island, and Vermont had access
to the MAPCP Demonstration Web Portal, which allowed practices to receive
quarterly practice-level feedback reports, beneficiary utilization files, and beneficiary
assignment files. Web portal usage was relatively low and diminished over time.
Practices found the reports and files of less interest because the data were outdated by
the time they received the reports. In addition to practice feedback reports through the
MAPCP Demonstration Web Portal, practices in each of the states also received data
reports for their Medicaid and commercial population based on claims and clinical
data. In general, practices did not find this data useful. The main criticisms were that
data were outdated or of poor quality.

Demonstration payments. During the MAPCP Demonstration, CMS made PBPM
payments to practices to support their provision of patient-centered care to Medicare
beneficiaries. As shown in Table ES-1, each initiative designed its own payment structures, and
the payment amounts varied across initiatives. In addition to practice demonstration payments,
the initiatives in Maine, Vermont, Michigan, New York, and North Carolina provided payments
to nonpractice supporting entities. These entities supported the PCMH model by providing care
coordination services through shared support teams, program management, vendor management,
and data warehousing.

*  Payments help transform. Demonstration payments usually were used to offset the
cost of new care managers’ salaries, and sometimes to purchase or upgrade an
electronic health record (EHR) system or hire new staff.

*  Practices were grateful for the demonstration payments but felt that payment amounts
were too small. The payments were viewed by practices as insufficient for covering
the cost of all of the transformation enhancements made to their practice or for
incentivizing providers to change their care style to be more patient-centered. Several
practices cited insufficient financial support as a reason for withdrawing from the
demonstration.

Practice transformation. During the MAPCP Demonstration, practices across states
made significant changes to transform their practices and enhance the care they provided to their
patients. Although making these changes took a lot of effort, practices tried earnestly to
transform, and MAPCP Demonstration participants felt that their efforts improved patient care
and patient experiences with care.

* Staff changes were a common response to MAPCP Demonstration participation in all
states. During the first year, MAPCP Demonstration practices mostly focused on
hiring (as a new role or an increase in full-time equivalent staff), training, and
integrating care managers. Throughout the demonstration, practices across states also
focused on hiring other staff that would help them accomplish patient-centered care.
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Medical assistants were popular, helping care managers with activities such as enhanced
patient education, preventive care monitoring, pre- and post-visit notes/planning,
medication reconciliation, and arranging consultations. Practices also hired other
professionals such as clinical pharmacists, registered dieticians, social workers, wellness
nurses, behavioral health professionals, panel managers, and diabetes educators. To
ensure efficiency in their work staff, practices also focused on having staff work at the
top of their licenses.

*  During Year Three of the demonstration, there was a greater emphasis on panel
management by care managers, especially of high-risk and high-cost patients. States
hoped that a more intensive focus and concentration of resources on high-risk and
high-cost patients would result in a greater overall impact on utilization and
expenditures.

* Practices universally sought to expand patient access. Efforts to improve access to
care included open access scheduling, expanded hours, better after-hours coverage,
improved telephone access, and Web-based patient portals:

Practices used a variety of approaches to support their efforts to provide same-day
appointments, including developing algorithms to determine the optimal number
of appointment times to leave open, making a proportion of its appointments
available for same-day appointments, and implementing systems to track the
third-next available appointment and to make sure same-day appointments were
available.

The success of expanded hours and after-hours coverage often depended on
patient knowledge of their availability and the availability of providers to staff
these activities. To help with patient knowledge, practices employed a variety of
strategies, including educational campaigns to inform patients of after-hours
options, informational posters in waiting rooms, and information about expanded
hours in telephone messages heard by patients while on hold. Many practices
across the MAPCP Demonstration states found it challenging to fund extended
hours and to find staff to work the hours. A few states and practices found
creative ways to address these challenges (e.g., rotating after-hours duty, offering
incentive payments to practices that provided at least 12 hours of evening and
weekend hours access).

Year Two saw the start of significant adoption of patient portals, with the goal of
increasing patients’ interaction with their primary care providers (PCP).
Functionality varied across and within states, but generally patient portals allowed
patients to request medication refills, view medication lists, review laboratory test
results, request an appointment, view visit summaries, and communicate with
providers using secure messaging. Providers perceived the portals as time-saving
and useful for interacting with patients. Beneficiaries who used the patient portals
were enthusiastic about it, using it to make appointments, check test results, and
communicate with their PCPs.
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— Access to specialists was a particular issue in a few states (Vermont and North
Carolina). To address the issue, some practices used telemedicine services or
brought specialists into their practice areas for 1 or 2 days per week.

Shared decision making. Shared decision making was a core feature of the MAPCP
Demonstration. However, there was state-to-state variation in the extent to which
practices emphasized this activity. The initiatives in Vermont and Minnesota
prioritized shared decision making by offering MAPCP Demonstration providers
training on how to more effectively include patients, family members, and caregivers
in decisions concerning their health care; other states did not make much progress
with implementing efforts that encouraged shared decision-making. Most
beneficiaries thought that their relationship with their PCPs) was a partnership and
that their PCPs respected their opinions and preferences and involved them in making
decisions about their treatment, but that it was an area that could be improved upon.

Self~-management. A1l MAPCP Demonstration states included self-management
programs for chronic conditions as part of their initiatives. However, providers and
patients differed in opinion on the extent to which self-management was promoted. In
general, patients were impressed by the practices’ self-management efforts, and most
focus group participants said that their PCPs talked to them about things they could
do to improve their health, such as diet, exercise, smoking cessation, and reminders
about preventive care. On the other hand, practice survey results indicated that patient
self-management support for chronic conditions was an area for improvement. It was
not common for practices to provide patients with a written care plan.

Challenges. Although there was success in transforming practices into PCMHs, MAPCP
Demonstration participants also encountered challenges:

The most common challenges faced by practices involved health information
technology (health IT) and data sharing with other providers. Health IT infrastructure
was an integral component of most states’ PCMH initiatives. Unfortunately, many
states had problems operationalizing their health IT plans and spent significant time
during the demonstration attempting to find solutions or new services to enable
practices to access and share patient data more effectively. Difficulties accessing and
sharing patient data affected practices’ ability to be informed about patient care by
other providers and to identify high-risk and high-cost patients. In addition to
infrastructure, some practices also were frustrated by the inability to gain the
involvement of hospitals and specialists in data sharing unless they and the practice
belonged to the same health care system. These external providers were considered
keys to successful coordination.

Getting reliable lists of high-risk and high-cost patients was also a serious challenge.
Practices’ ability to focus on high-risk and high-cost patients often depended upon
their obtaining a list identifying these patients. Several states (Rhode Island, North
Carolina, Maine, and Michigan) faced issues such as variation in the algorithms used
by payers to identify high-risk patients; algorithms that identified patients outside the
scope of the demonstration’s goals; and discrepancies between risk scores assigned
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from historical claims data and those based on real-time assessments of patient risk
according to clinical opinion and EHR data. There were also issues with data lags and
data inaccuracies in some states. Some felt that these data issues led to a misallocation of
care manager time in assessing patients who were misidentified as high-risk.

Lessons learned. The MAPCP Demonstration states shared some common lessons

learned:

Transformation is possible. Transformation to a PCMH is achievable for small,
medium, and large practices in both rural and urban settings, as long as they are
provided with sufficient resources, appropriate technical assistance, and aligned
incentives and expectations across payers.

Participation of all payers and alignment of payments are critical. Practice
transformation, sustainability, and scalability depended on practices’ receiving
payment for a critical mass of their patients. Further, the lack of all-payer
participation meant that practices spent time identifying eligible patients and having
to deny care management to ineligible patients.

Sufficient time to see results is needed. Implementing multi-payer PCMH initiatives
is a complex process that requires significant time. In the first year, the focus was on
changing program structure, and in the second and third year initiatives focused on
improving program operations. At the end of Year Three, most practices felt that they
were just getting started with the real work and that measurable impacts would come
later.

The evaluation included an empirical analysis of the impact of the MAPCP
Demonstration on quality of care, access to care, coordination of care, and health care
expenditures and utilization of attributed Medicare and Medicaid beneficiaries. Below are our

findings:

Medicare expenditures for the MAPCP Demonstration beneficiaries were

8227 million less than the PCMH comparison beneficiaries after accounting for the
MAPCP Demonstration practice payments, but nearly $171 million more than the
non-PCMH comparison beneficiaries. !

— More than half the savings relative to the PCMH comparison practices was due to
lower expenditures on acute care. Expenditures for hospital outpatient care, on the
other hand, increased significantly relative to both comparison groups (CGs).

— Overall Medicare saving were largely driven by Michigan and Vermont, which
had statistically significant savings estimates after deducting payments to MAPCP
Demonstration practices. Pennsylvania, however, had significant savings before

1

Minnesota did not have any PCMH CG practices, so the state is excluded from the estimate of Medicare savings

relative to PCMH comparison beneficiaries. Minnesota is included in the estimate of the Medicare loss relative
to non-PCMH comparison beneficiaries.
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accounting for its MAPCP Demonstration practice payments, but not after
deducting these payments. Among the remaining five states, Minnesota and
Maine had statistically significantly greater expenditures than their comparison
practices. However, the expenditures differences between MAPCP Demonstration
practices and comparison practices in New York, Rhode Island, and North
Carolina were not statistically significantly different from zero, suggesting that
the Medicare portions of their initiatives were budget neutral.

The considerable differences in the design of the PCMH initiatives and in
implementation experience that were described earlier may have contributed to
the disparate results across states. The unexpected finding that MAPCP
Demonstration practices performed better against the PCMH CG than the non-
PCMH group may be due to limitations in the data available to identify PCMH
status. We used NCQA Physician Practice Connection Patient-Centered Medical
Home (PPC®-PCMHTM) recognition to assign PCMH status, but NCQA
recognition is an imperfect indicator of the degree to which a practice has the
characteristics of a PCMH because practices may choose not to go through the
NCQA recognition process.

The following features were found to be common among the four states (Michigan,
New York, Vermont, and Pennsylvania) that achieved net savings and not among the
other four states:

Required practices to be certified PCMHs at demonstration entry;
Incentivized consistent activities through its demonstration payments to practices;

Allowed practices to join the demonstration only at the start of the demonstration
period, not later in the demonstration period;

Provided demonstration payments that were consistent with practice expectations;
and

Included opportunities for practices to earn performance bonuses.

Although there were some high points, there were no consistent impacts on Medicare

beneficiaries by outcome category within or across states. Highlights of the Medicare
results can be found in Tables ES-2 through ES-10. These results are consistent with

practices’ viewpoint that the demonstration had not been implemented long enough to
have had meaningful effects.

Evidence of reductions in utilization rates were minimal:

* All-cause admissions for Medicare beneficiaries in New York, Michigan, and
Pennsylvania were reduced relative to the CGs.
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* No states had a decrease in Medicare ER visits not leading to hospitalization.

— We observed mixed findings for health outcomes among the states:

* Only Pennsylvania yielded significant desirable findings. Demonstration
practices in Pennsylvania had reduced rates of preventable hospital
admissions.

* We found increased, rather than decreased, rates of preventable
hospitalizations among Medicare beneficiaries in two of the eight states
(Vermont and North Carolina).

— There was little evidence of improvements in access to care and care
coordination:

* Only Rhode Island had an increase in primary care visits relative to the CGs.
Although primary care visits were expected to increase under the
demonstration, this might not be identified through a claims-based measure as
a result of greater use of telephone, e-mail, and portals for patient contacts.

* Medical specialist visits decreased in Vermont and North Carolina relative to
the CGs, but there was no evidence that this was due to greater use of primary
care services in these states.

* Only Michigan had a significant reduction in 30-day unplanned readmissions.
This may reflect widely reported challenges in managing care transitions from
the hospital to the community due to poor communication between practices
and hospitals, particularly in the first 2 years of the demonstration.

* There was limited and inconsistent evidence that the MAPCP Demonstration had an
impact on Medicaid outcomes:

— No states had significantly slower rates of growth for total Medicaid expenditures
for child or adult beneficiaries. There were also no states with slower growth in
acute-care services relative to CGs for either adults or children. New York was
the only state where there was significantly slower expenditure growth in any of
the service categories examined for Medicaid beneficiaries.

—  We saw minimal evidence that state initiatives were associated with reductions in
utilization rates for Medicaid beneficiaries:

* In Pennsylvania, there was a decrease in the rate of all-cause admissions for
adult Medicaid beneficiaries. Child Medicaid beneficiaries had fewer

admissions in Michigan.

* There were decreases in ER visits for adult Medicaid beneficiaries in
Pennsylvania and child Medicaid beneficiaries in North Carolina.
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— The demonstration also had mixed and unimpressive effects on quality of care
among Medicaid beneficiaries in all but two states:

* In Minnesota, Medicaid beneficiaries in demonstration practices had increased
the likelihood of receiving evidence-based recommended care in three out of
four diabetes care metrics, as well as breast cancer screening and appropriate
use of antidepressant and asthma medication.

* In Michigan, Medicaid beneficiaries in demonstration practices had higher
likelihoods of receiving three of the recommended diabetes care metrics.

— Few states showed any improvements in access to care or care coordination:

* Primary care visits increased for adult and child Medicaid beneficiaries in
New York and for adult beneficiaries in Minnesota.

* Medical specialist visits decreased for adult Medicaid beneficiaries in New
York, perhaps reflecting the increase in primary care visits. Although the
increased rates of medical specialist visits for adults in Rhode Island and
Minnesota and for children in Michigan was contrary to expectations, it is
possible that demonstration practices facilitated access to these providers and
reduced barriers to needed care.

* There was no evidence that the demonstration reduced 30-day unplanned
readmissions for Medicaid adults in any of the eight states.

Special populations. Although there were very few instances in which state initiatives
contained a special or enhanced intervention for a subgroup of its patients, there were special
populations with greater health needs who were thought to benefit more from care management.
All states had at least a general policy interest in dually eligible beneficiaries, people with
disabilities, beneficiaries with behavioral health issues, and beneficiaries with chronic
conditions. Beneficiaries with chronic conditions were the only special population for which
multiple states (Vermont, North Carolina, Maine, and Michigan) included a special focus in their
initiatives. Vermont also included older people living in supported housing and beneficiaries
with behavioral issues, and North Carolina included dually eligible beneficiaries and people with
disabilities. The total expenditures of none of the studied special populations had a high rate of
decrease across all states and payers. In fact, for at least half of the payer-state-CG combinations
of each special population group, there was no evidence of a decrease in total expenditures.
Beneficiaries with multiple chronic conditions were a focus in all states—even those where they
were not identified as a population of special focus. Michigan was the only state where total
expenditures decreased relative to the CGs for Medicare beneficiaries with multiple chronic
conditions, and total expenditures increased in Minnesota and Maine. Among the four states for
which Medicaid expenditure data were available, there were none where total expenditures
decreased for Medicaid adult beneficiaries with multiple chronic conditions and expenditures
increased for these beneficiaries in New York and Vermont.
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In conclusion, although there were no consistent impacts by the MAPCP Demonstration
on quality of care, access to care, utilization, or expenditures within or across states, the overall
demonstration and six of the state initiatives were budget neutral. By the end of our evaluation
period, MAPCP Demonstration practices felt that they had completed most of their
transformation and refinement and that they were fully able to operate as PCMHs. Although the
states and their partners and participants encountered challenges along the way, their experiences
with the MAPCP Demonstration generated much knowledge and contributed many lessons
learned about how to best implement state-sponsored, multi-payer PCMH initiatives and the
PCMH model of care that will be useful to future primary care initiatives and those currently
underway. Overall, practices felt that if they could maintain their patient-centered features in a
collaborative all-payer environment and with the appropriate data and health IT infrastructure,
they would experience favorable impacts on quality of care, access to care, utilization, and
expenditures in the future.
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Table ES-2
Changes associated with the MAPCP Demonstration as of December 31, 2014:
Across all states

Outcome Vs. PCMH CG Vs. non-PCMH CG
Medicare savings
Total gross savings Total $341,814,484* -$52,961,240
Net savings Total $226,632,727 -$170,572,817
Expenditures
Total Medicare expenditures Total —$341,814,484* $52,961,240
PBPM -$26.88* $3.36
Acute-care expenditures Total —$184,983,894* -$11,007,392
PBPM -$14.55* -$0.70
Outpatient expenditures Total $88,134,129* $157,381,120*
PBPM $6.93* $9.99*
Total Medicare expenditures for beneficiaries with Total -$166,893,887* $40,053,198
multiple chronic conditions PBPM ~$58.90% $11.82
Utilization
All-cause admissions Total -10,751* 2,807
Rate —2.54* 0.535
Admissions for potentially avoidable conditions Total -1,707 304
Rate —0.40 0.058
30-day unplanned readmissions Total —4,746%* -2,450%*
Rate —20.36%* —8.77*
ER visits not leading to hospitalization Total 14,918 25,919*
Rate 3.52 4.94%*
Primary care visits Total 38,418 -3,882
Rate 9.07 -0.74
Medical specialist visits Total -66,470 -115,167
Rate —15.68 -21.94
NOTES:

« Utilization rates (except readmissions) are per 1,000 beneficiary quarters. Readmission rates are per 1,000
beneficiary quarters with a live discharge.

* Minnesota was excluded from the PCMH CG estimates because there were no PCMH CG practices in this state.
Total estimates in the PCMH CG column are based on Medicare beneficiaries attributed to MAPCP
Demonstration practices in seven states and are not directly comparable with total estimates in the non-PCMH CG
column, which are based on attributed Medicare beneficiaries in all eight states.

» Total MAPCP Demonstration fees, excluding those paid in Minnesota, were $115,181,757. Thus, for each dollar
spent on MAPCP Demonstration fees, there was a savings of $2.97 in Medicare expenditures compared with
PCMH comparison practices.

» Total MAPCP Demonstration fees in all eight states were $117,611,577. Thus, for each dollar spent on MAPCP
Demonstration fees, there was a loss of $0.45 in Medicare expenditures compared with non-PCMH comparison
practices.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =
per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.
SOURCE: Medicare claims from 2006 to 2014.
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Table ES-3
Changes associated with the MAPCP Demonstration as of December 31, 2014:

New York
Outcome Vs. PCMH CG Vs. non-PCMH CG
Medicare savings
Total gross savings Total -$3,892,202 $8,118,395
Net savings Total —$9,643,127 $2,367,470
Expenditures
Total Medicare expenditures Total $3,892,202 —$8,118,395
PBPM $4.64 —$9.67
Acute-care expenditures Total —$15,887,067* -$5,323,679
PBPM —$18.92* —$6.34
Outpatient expenditures Total $19,615,332* $9,043,537
PBPM $23.36* $10.77
Total Medicare expenditures for beneficiaries with Total $212,442 —$832,636
multiple chronic conditions PBPM $1.15 —$4.50
Utilization
All-cause admissions Total —1,705* —1,038*
Rate —6.09* —3.71%
Admissions for potentially avoidable conditions Total —202 —182
Rate -0.72 —0.65
30-day unplanned readmissions Total =217 =173
Rate —14.22 -11.34
ER visits not leading to hospitalization Total —1,047 773
Rate -3.74 2.76
Primary care visits Total —4,084 -1,167
Rate -14.59 —4.17
Medical specialist visits Total =5,791 -5,405
Rate —20.69 -19.31
NOTES:

« Utilization rates (except readmissions) are per 1,000 beneficiary quarters. Readmission rates are per 1,000
beneficiary quarters with a live discharge.

» Total MAPCP Demonstration fees were $5,750,926. Thus, for each dollar spent on MAPCP Demonstration fees
in New York, there was a loss of $0.68 in Medicare expenditures compared with PCMH comparison practices and
a savings of $1.41 in Medicare expenditures compared with non-PCMH comparison practices.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =
per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.
SOURCE: Medicare claims from 2006 to 2014.

ES-14



Table ES-4
Changes associated with the MAPCP Demonstration as of December 31, 2014:

Rhode Island
Outcome Vs. PCMH CG Vs. non-PCMH CG
Medicare savings
Total gross savings Total -$12,383,617 —$9,354,522
Net savings Total -$14,358,525 —$11,329,430
Expenditures
Total Medicare expenditures Total $12,383,617 $9,354,522
PBPM $36.33 $27.44
Acute-care expenditures Total —$715,888 $4,561,229
PBPM -$2.10 $13.38
Outpatient expenditures Total $2,120,392 —$1,024,385
PBPM $6.22 —$3.00
Total Medicare expenditures for beneficiaries with Total $3,073,186 $5,654,248
multiple chronic conditions PBPM $45.29 $83.32
Utilization
All-cause admissions Total =75 487
Rate —-0.66 4.29
Admissions for potentially avoidable conditions Total —91 157
Rate —-0.80 1.38
30-day unplanned readmissions Total =54 155*
Rate -9.33 26.67*
ER visits not leading to hospitalization Total —569 —467
Rate =5.01 —4.11
Primary care visits Total 8,475* 3,382
Rate 74.58%* 29.76
Medical specialist visits Total 2,267 —2,294
Rate 19.95 -20.19
NOTES:

« Utilization rates (except readmissions) are per 1,000 beneficiary quarters. Readmission rates are per 1,000
beneficiary quarters with a live discharge.

» Total MAPCP Demonstration fees were $1,974,907. Thus, for each dollar spent on MAPCP Demonstration fees
in Rhode Island, there was a loss of $6.27 in Medicare expenditures compared with PCMH comparison practices
and a loss of $4.74 in Medicare expenditures compared with non-PCMH comparison practices.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =
per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.
SOURCE: Medicare claims from 2006 to 2014.
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Table ES-5
Changes associated with the MAPCP Demonstration as of December 31, 2014:
Vermont
Outcome Vs. PCMH CG Vs. non-PCMH CG
Medicare savings
Total gross savings Total $82,271,080* $61,754,919*
Net savings Total $63,930,154* $43,413,993
Expenditures
Total Medicare €xpenditures Total —$82,271,080* —$61,754,919*
PBPM —$36.06* —$27.07*
Acute-care expenditures Total —$21,444,041 -$13,870,188
PBPM —$9.40 —$6.08
Outpatient expenditures Total $18,250,248* $5,543,513
PBPM $8.00* $2.43
Total Medicare expenditures for beneficiaries with Total —$16,984,150 $1,165,904
multiple chronic conditions PBPM —$34.77 $2.39
Utilization
All-cause admissions Total —441 874
Rate —0.58 1.15
Admissions for potentially avoidable conditions Total 692 1,179*
Rate 0.91 1.55%
30-day unplanned readmissions Total —646 -26
Rate —20.10 —-0.80
ER visits not leading to hospitalization Total 11,140%* 8,091*
Rate 14.65* 10.64*
Primary care visits Total =5,794 —20,417
Rate =7.62 —26.85
Medical specialist visits Total —11,041 —44,280%*
Rate —14.52 —58.23%*

NOTES:

« Utilization rates (except readmissions) are per 1,000 beneficiary quarters. Readmission rates are per 1,000

beneficiary quarters with a live discharge.

» Total MAPCP Demonstration fees were $18,340,927. Thus, for each dollar spent on MAPCP Demonstration fees
in Vermont, there was a savings of $4.49 in Medicare expenditures compared with PCMH comparison practices
and a savings of $3.37 in Medicare expenditures compared with non-PCMH comparison practices.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =
per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.
SOURCE: Medicare claims from 2006 to 2014.
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Table ES-6
Changes associated with the MAPCP Demonstration as of December 31, 2014:
North Carolina

Outcome Vs. PCMH CG Vs. non-PCMH CG
Medicare savings
Total gross savings Total -$7,674,949 -$14,733,773
Net savings Total —$14,199,765 —$21,258,589
Expenditures
Total Medicare expenditures Total $7,674,949 $14,733,773
PBPM $10.49 $20.13
Acute-care expenditures Total $1,009,883 $1,558,732
PBPM $1.38 $2.13
Outpatient expenditures Total $2,502,753 $5,115,275*
PBPM $3.42 $6.99*
Total Medicare expenditures for beneficiaries with Total $2,374,950 $6,362,451
multiple chronic conditions PBPM $12.06 $32.32
Utilization
All-cause admissions Total 771 766%*
Rate 3.16 3.14%*
Admissions for potentially avoidable conditions Total 278 361*
Rate 1.14 1.48%*
30-day unplanned readmissions Total 137 128
Rate 8.60 8.06
ER visits not leading to hospitalization Total 1,354 —293
Rate 5.55 -1.20
Primary care visits Total —2,854 5,635
Rate -11.70 23.10
Medical specialist visits Total —4,069 —8,169*
Rate —16.68 —33.49%*
NOTES:

« Utilization rates (except readmissions) are per 1,000 beneficiary quarters. Readmission rates are per 1,000
beneficiary quarters with a live discharge.

» Total MAPCP Demonstration fees were $6,524,816. Thus, for each dollar spent on MAPCP Demonstration fees
in North Carolina, there was a loss of $1.18 in Medicare expenditures compared with PCMH comparison
practices and a loss of $2.26 in Medicare expenditures compared with non-PCMH comparison practices.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =

per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.

SOURCE: Medicare claims from 2006 to 2014.
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Table ES-7
Changes associated with the MAPCP Demonstration as of December 31, 2014:

Minnesota
Outcome Vs. non-PCMH CG
Medicare savings
Total gross savings Total —$85,495,768*
Net savings Total —$87,925,588*
Expenditures
Total Medicare expenditures Total $85,495,768*
PBPM $34.05*
Acute-care expenditures Total $31,326,017
PBPM $12.48
Outpatient expenditures Total $28,992,343
PBPM $11.55
Total Medicare expenditures for beneficiaries with multiple Total $109,768,013*
chronic conditions PBPM $197.75%
Utilization
All-cause admissions Total 823
Rate 0.98
Admissions for potentially avoidable conditions Total 230
Rate 0.27
30-day unplanned readmissions Total —873
Rate —18.93
ER visits not leading to hospitalization Total 5,521
Rate 6.60
Primary care visits Total 22,230
Rate 26.56
Medical specialist visits Total 315
Rate 0.38
NOTES:

« Utilization rates (except readmissions) are per 1,000 beneficiary quarters. Readmission rates are per 1,000
beneficiary quarters with a live discharge.

» Total MAPCP Demonstration fees were $2,429,820. Thus, for each dollar spent on MAPCP Demonstration fees
in Minnesota, there was a loss of $35.19 in Medicare expenditures compared with non-PCMH comparison
practice.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =
per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.
SOURCE: Medicare claims from 2006 to 2014.
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Table ES-8
Changes associated with the MAPCP Demonstration as of December 31, 2014:

Maine
Outcome Vs. PCMH CG Vs. non-PCMH CG
Medicare savings
Total gross savings Total —$52,558,003 —$71,508,160
Net savings Total —$64,871584* —$83,821,741%*
Expenditures
Total Medicare expenditures Total $52,558,003 $71,508,160%*
PBPM $41.23 $56.10*
Acute-care expenditures Total $31,911,803* $32,892,352*
PBPM $25.03* $25.80*
Outpatient expenditures Total $21,539,810 $10,410,147
PBPM $16.90 $8.17
Total Medicare expenditures for beneficiaries Total $45,161,987* $40,362,508*
with multiple chronic conditions PBPM $145.85* $130.35%
Utilization
All-cause admissions Total 741 2,353%
Rate 1.74 5.54%*
Admissions for potentially avoidable conditions Total 418 468
Rate 0.98 1.10
30-day unplanned readmissions Total =970 97
Rate —45.68 4.55
ER visits not leading to hospitalization Total —4,064 —4,214
Rate -9.56 -9.92
Primary care visits Total 7,099 25,224
Rate 16.71 59.36
Medical specialist visits Total —13,290 —6,072
Rate —31.28 —14.29

NOTES:

« Utilization rates (except readmissions) are per 1,000 beneficiary quarters. Readmission rates are per 1,000
beneficiary quarters with a live discharge.

» Total MAPCP Demonstration fees were $12,313,581. Thus, for each dollar spent on MAPCP Demonstration fees
in Maine, there was a loss of $4.27 in Medicare expenditures compared with PCMH comparison practices and a
loss of $5.81 in Medicare expenditures compared with non-PCMH comparison practices.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =

per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.
SOURCE: Medicare claims from 2006 to 2014.
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Table ES-9

Changes associated with the MAPCP Demonstration as of December 31, 2014:

Michigan
Outcome Vs. PCMH CG Vs. non-PCMH CG
Medicare savings
Total gross savings Total $294,714,755* $140,492,980
Net savings Total $229,776,392* $75,554,617
Expenditures
Total Medicare expenditures Total —$294,714,755* —$140,492,980
PBPM —$43.37* —$20.68
Acute-care expenditures Total —$155,207,974* —$84,616,822
PBPM —$22.84* -$12.45
Outpatient expenditures Total $35,770,387 $72,204,820%*
PBPM $5.26 $10.63*
Total Medicare expenditures for beneficiaries with = Total —$175,211,800%* —$196,482,066*
multiple chronic conditions PBPM —$118.93* ~$133.37*
Utilization
All-cause admissions Total —10,395%* -3,126
Rate —4.59% -1.38
Admissions for potentially avoidable conditions Total —1,163 —508
Rate —0.51 -0.22
30-day unplanned readmissions Total -3,016* —1,241
Rate —23.49% -9.67
ER visits not leading to hospitalization Total 4,069 13,011*
Rate 1.80 5.74*
Primary care visits Total 20,270 —74,172
Rate 8.95 —32.75
Medical specialist visits Total —27,638 —74,332
Rate —12.20 —32.82

NOTES:

« Utilization rates (except readmissions) are per 1,000 beneficiary quarters. Readmission rates are per 1,000

beneficiary quarters with a live discharge.

» Total MAPCP Demonstration fees were $64,938,363. Thus, for each dollar spent on MAPCP Demonstration fees
in Michigan, there was a savings of $4.54 in Medicare expenditures compared with PCMH comparison practices
and a savings of $2.16 in Medicare expenditures compared with non-PCMH comparison practices.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =
per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.
SOURCE: Medicare claims from 2006 to 2014.
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Table ES-10
Changes associated with the MAPCP Demonstration as of December 31, 2014:

Pennsylvania
Outcome Vs. PCMH CG Vs. non-PCMH CG
Medicare savings
Total gross savings Total $36,633,819* $25,202,759
Net savings Total $24,158,656" $12,727,596"
Expenditures
Total Medicare expenditures Total —$36,633,819* -$25,202,759
PBPM —$37.68% —$25.92
Acute-care expenditures Total -$21,772,671%* -$10,967,258
PBPM —$22.40%* -$11.28
Outpatient expenditures Total —$3,394,669 $3,166,122
PBPM —$3.49 $3.26
Total Medicare expenditures for beneficiaries with = Total -$14,321,192 -$5,703,323
multiple chronic conditions PBPM —$63.96 —$25.47
Utilization
All-cause admissions Total —2,052%* 355
Rate —6.33* 1.10
Admissions for potentially avoidable conditions Total —474% —161
Rate —1.46* —-0.50
30-day unplanned readmissions Total —37 -16
Rate -1.98 —-0.87
ER visits not leading to hospitalization Total =706 —1,464
Rate —2.18 —4.52
Primary care visits Total 8,921 11,639
Rate 27.53 35.92
Medical specialist visits Total -1,374 —7,022
Rate —4.24 —21.67

NOTES:

« Utilization rates (except readmissions) are per 1,000 beneficiary quarters. Readmission rates are per 1,000

beneficiary quarters with a live discharge.

» Total MAPCP Demonstration fees were $5,338,237. Thus, for each dollar spent on MAPCP Demonstration fees

in Pennsylvania, there was a savings of $2.94 in Medicare expenditures compared with PCMH comparison
practices and a savings of $2.02 in Medicare expenditures compared with non-PCMH comparison practices.

~In Pennsylvania, net savings and return on fees include the shared savings payment of $7,136,926 made by CMS in

Year Three.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =
per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.
SOURCE: Medicare claims from 2006 to 2014.
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CHAPTER 1
MULTI-PAYER ADVANCED PRIMARY CARE PRACTICE (MAPCP)
DEMONSTRATION EVALUATION FINAL REPORT: INTRODUCTION,
ORGANIZATION, AND DATA AND METHODS

1.1 Overview of the MAPCP Demonstration and Evaluation

1.1.1 Overview of the MAPCP Demonstration

For the MAPCP Demonstration, the Centers for Medicare & Medicaid Services (CMS)
joined state-sponsored initiatives to promote the principles characterizing patient-centered
medical home (PCMH) practices. After a competitive solicitation, eight states were selected for
the MAPCP Demonstration: Maine, Michigan, Minnesota, New York, North Carolina,
Pennsylvania, Rhode Island, and Vermont. Although the demonstration in all eight states was to
start on July 1, 2011, only New York, Rhode Island, and Vermont became operational on that
date. Minnesota and North Carolina became operational on October 1, 2011, and Maine,
Michigan, and Pennsylvania became operational on January 1, 2012. The demonstration ended in
Minnesota, North Carolina, and Pennsylvania on December 31, 2014, and continued in the other
five states through the end of 2016.

The MAPCP Demonstration required each participating state PCMH initiative to be
implemented by a state agency as part of a state-sponsored reform effort. Medicare joined state
reform initiatives already in progress. Medicaid and major private health plans also participated
in all eight state initiatives. Several state programs, such as Rhode Island’s, also had substantial
participation among self-insured groups. Many state programs exceeded the MAPCP
Demonstration requirement for at least 50 percent private-payer participation.

In the request for applications, states were informed that the average Medicare per
member per month (PMPM) payment should not exceed $10 and that payment methods should
be applied consistently by all participating payers—but not necessarily at the same dollar level—
unless a compelling case for an alternative was made. Each state had its own payment levels and
established its own payment methods. For example, Vermont paid practices differentially based
on their National Committee for Quality Assurance (NCQA) PCMH recognition level. In
contrast, Minnesota paid practices differentially based on the number of patient comorbidities.

State initiatives also were required to promote the principles of advanced primary care
(APC), although each state had broad flexibility to adopt its own definition of APC for its
practices. All MAPCP Demonstration states (except for Michigan and Minnesota) elected to
define APC in alignment with the NCQA PCMH recognition standards. States also added
expectations for practices reflecting local priorities. For this report, we use the term PCMH to
refer to all practices participating in state MAPCP Demonstration initiatives, with the exception
of Minnesota, where we use the term Health Care Homes (HCH), consistent with the state’s
naming convention.

Each state initiative was required to make provision for the integration of community-
based resources to support PCMHs. Several states (Maine, New York, North Carolina, Michigan,
Rhode Island, and Vermont) funded community health teams (CHTs), community-based practice
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support networks, or physician organizations for this function. Further, each state initiative was
required to provide for the ongoing measurement of quality and performance and for evaluation
of the initiative’s impact. Several states formed partnerships with state universities to conduct
these evaluations. Finally, to provide the prospective assurance of budget neutrality for
Medicare, states were required to identify and present persuasive evidence supporting their
projections that CMS participation in the state initiative would result in savings to Medicare at
least equal to the amount of CMS payments to participating practices. This provided CMS with
measurable outcomes for evaluation purposes.

1.1.2 Overview of the MAPCP Demonstration Evaluation

In 2011, CMS selected RTI International and its subcontractors, Urban Institute and the
National Academy for State Health Policy, to evaluate the MAPCP Demonstration. The goal of
the evaluation was to identify features of the state initiatives or the participating PCMH practices
that were positively associated with improved outcomes. The evaluation used a mix of
qualitative and quantitative methods to capture each state’s unique features and to develop an
in-depth understanding of the transformative processes that occurred within and across the states’
health care systems and participating PCMH practices, thereby allowing us to link structural and
process changes directly to outcomes.

Figure 1-1 shows the conceptual framework for the MAPCP Demonstration evaluation,
organized into six major domains: State Initiative Implementation, Practice Transformation,
Access to Care and Coordination of Care, Beneficiary Experience with Care, Quality of Care and
Patient Safety, and Effectiveness (Utilization of Health Services and Expenditures). In our
evaluation, we also considered special populations. Although each state initiative had unique
aspects, the framework reflects common features of the initiatives and the broad areas of
outcomes within our evaluation design. The framework considers other factors also influencing
evaluation outcomes, such as individual beneficiary characteristics and the broader health care,
social, political, economic, and physical environments in which the PCMH initiatives operated.

As shown in Figure 1-1, the state-sponsored initiatives undertook a range of strategies to
promote the transformation of participating practices to PCMHs. In addition to payments from
the major payers to participating practices, other strategies included practice coaching and
learning collaboratives; developing data systems and health information technology (IT)
infrastructure to provide decision support tools; facilitating information exchange among
providers; achieving meaningful use objectives; providing feedback to practices on quality,
utilization, and cost outcomes; and integrating community-based resources.

These strategies are intended to support the transformation of participating practices to
embody the principles of the PCMH model (American Academy of Family Physicians et al.,
2007). The PCMH model expands on the chronic care model developed by Wagner (1998),
which identified six elements of a delivery system leading to improved care: the community, the
health care system, self-management support, delivery system design, decision support, and
clinical information systems (Glasgow, Orleans, & Wagner, 2001; Wagner, 2002; Wagner et al.,
2001). Beneficiaries in these transformed practices were expected to have better access to care
and better-coordinated care; to receive safer, higher-quality care; and to be more engaged in
decision making about their care and the management of their health conditions.
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As in the chronic care model, patients and providers in PCMHs interact more
productively, leading to improved functional and clinical outcomes. As a result, patients are
expected to have more efficient patterns of health service utilization, thereby promoting the triple
aim of improving beneficiary experience with care, improving health outcomes, and reducing per
capita total expenditures (Berwick, Nolan, & Whittington, 2008). Improved health outcomes
could also reduce service utilization.

To test the success of the MAPCP Demonstration, individual-, practice-, and system-level
primary and secondary data were collected and analyzed to answer research questions organized
in three broad evaluation domains: State Initiative Implementation, Practice Transformation, and
Outcomes. Outcomes include clinical quality of care and patient safety, access to and
coordination of care, beneficiary experience with care, patterns of utilization, Medicare
expenditures, and budget neutrality. The evaluation team worked collaboratively with CMS,
other CMS evaluation contractors (e.g., RAND), and evaluators of non-CMS PCMH initiatives,
such as the Multi-State PCMH Collaborative and the PCMH Evaluators Collaborative, to
identify a core set of outcome measures and specifications for the evaluation. The evaluation
team also identified additional outcome measures to evaluate across all eight states for both
Medicare and Medicaid beneficiaries. Finally, the evaluation team reviewed the states” MAPCP
Demonstration applications to determine the types of utilization and expenditure reductions each
state expected and developed analytic variables for these services to permit direct examination of
budget neutrality annually. Appendix A contains a table of the evaluation research questions by
each evaluation domain and summarizes the methods, outcome measures, and data sources used
to answer those questions.

The evaluation used a mixed-method design with both quantitative and qualitative
methods and data. Mixed-methods research is well suited to the goals of this evaluation because
different methods yield different insights. Quantitative methods are well suited to outcome
evaluation and answering a variety of questions about whether and by how much costs were
reduced and quality and safety improvements achieved for various types of beneficiaries and
practices. The goal of the quantitative analyses was to estimate the effect of the MAPCP
Demonstration on changes in patient utilization, costs, and other outcomes. In contrast,
qualitative methods are well suited for process evaluation and providing data on the historical
and current context of the state initiatives, their key features and how they evolve over time,
barriers and facilitators to implementation, perceived benefits and costs for practices and
patients, and lessons learned. Qualitative analyses for the evaluation were intended to
complement the quantitative methods and provided context for explaining the quantitative
findings.

The evaluation team conducted multiple rounds of primary and secondary data collection.
Findings from the first year of the MAPCP Demonstration were reported to CMS in the First
Annual Report (CMS, 2015), the Second Annual Report (CMS, 2016a) included findings from
the second year, and the Third Annual Report (CMS, 2016b) included findings from the third
year of the demonstration.

The Final Report includes results from our qualitative and quantitative cross-state
analyses, as well as results from the Consumer Assessment of Health Providers and Systems
(CAHPS) PCMH survey, the practice transformation surveys, and focus groups. The Final
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Report contains summarized qualitative findings from the three rounds of site visits to all eight
MAPCP Demonstration states. We also describe the demographic and health status
characteristics of Medicare and Medicaid beneficiaries participating in the demonstration, as well
as characteristics of participating demonstration practices.

Medicare and Medicaid quantitative outcomes analyses for each state were also
conducted. To allow sufficient time for Medicare claims to be submitted and processed, we
restrict our analyses to Medicare and Medicaid beneficiaries assigned to practices participating in
New York, Rhode Island, and Vermont state initiatives from July 1, 2011, through December 31,
2014; in the North Carolina and Minnesota state initiatives from October 1, 2011, through
December 31, 2014; and in the Maine, Michigan, and Pennsylvania initiatives from January 1,
2012, through December 31, 2014. Thus, the evaluation period of this report included 3 years
and 2 quarters of the fourth year of the demonstration in New York, Rhode Island, and Vermont,
and 3 years and 1 quarter of the fourth year in North Carolina and Minnesota. We evaluated
3 full years of the MAPCP Demonstration for Maine, Michigan, and Pennsylvania. Finally, a
smaller set of three quantitative analyses related to budget neutrality, utilization, and
expenditures was conducted across the eight states, allowing us to examine features of the state
initiatives or the participating PCMH practices associated with positive outcomes.

1.1.3 Organization of the Final Report

The remainder of this chapter provides an overview of the MAPCP Demonstration
evaluation design, as well as the qualitative and quantitative data and methods used in this report.

Chapter 2 provides cross-state analyses drawing on several different data sources and
methods to explore the research questions further. Section 2.1 presents our traditional
comparative case study, which looks both within and across states to understand common
initiative features and processes associated with particular outcomes. Section 2.2 includes a
pooled analysis of the MAPCP Demonstration practice transformation survey results to attempt
to identify the degree to which the practices had adopted the PCMH model of care. In
Section 2.3, we provide the results from our qualitative comparative analysis (QCA). We also
provide the results from our quantitative cross-state analyses of utilization and expenditure
measures (Section 2.4).

Chapter 3 provides a summary of qualitative and quantitative findings across the eight
demonstration states and across the key evaluation domains of State Initiative Implementation,
Practice Transformation, and Outcomes (clinical quality of care, patient safety and health
outcomes, access to care and coordination of care, beneficiary experience with care,
effectiveness [utilization, expenditures, and budget neutrality], and special populations). The
chapter begins with a snapshot of key features of the eight initiatives (Section 3.1). Section 3.2
summarizes key themes and implementation findings from the state site visits and concludes
with lessons learned. Section 3.3 summarizes key qualitative findings related to practice
transformation activities during the MAPCP Demonstration, as well as a comparison of the state-
specific results from the practice transformation surveys. Section 3.4 provides a cross-state
summary for five quantitative outcomes. Section 3.5 summarizes the Medicare budget neutrality
results for the evaluation period. Section 3.6 provides a discussion of the cross-state findings.
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Chapters 4 through 11 provide detailed qualitative and quantitative findings for each
MAPCP Demonstration state. Each chapter has eight sections: state initiative implementation;
practice transformation; clinical quality of care, patient safety, and health outcomes; access to
care and coordination of care; beneficiary experience with care; effectiveness (utilization,
expenditures, and budget neutrality); and special populations. Each chapter concludes with a
discussion and synthesis of the evaluation findings.

Chapter 12 highlights overarching themes and similarities across the eight state
initiatives. We summarize common implementation activities and discuss the outcomes. We also
identify common challenges and barriers, as well as lessons learned.

1.2 Overview of Evaluation Design, Data, and Methods for the Quantitative Data

In this section, we provide an overview of our quantitative methods. We begin by
describing the MAPCP Demonstration eligibility criteria to be met by Medicare fee-for-service
(FFS) beneficiaries and Medicaid beneficiaries to participate in each initiative and describe the
method of attribution of beneficiaries to participating PCMHs and comparison practices
(Sections 1.2.1 and 1.2.2). Next, we provide a description of the data used in the quantitative
analyses (Section 1.2.3), followed by an explanation of the expected impact on outcomes
(Section 1.2.4) and an overview of the analytic methods used in our modeling of outcomes
(Section 1.2.5). Our approach to balancing the MAPCP Demonstration and comparison group
(CG) samples is described in Section 1.2.6, and then we describe our approach to estimating
Medicare budget neutrality within the MAPCP Demonstration (Section 1.2.7). We conclude with
an overview of our cross-state quantitative methods (Section 1.2.8).

1.2.1 Identification of Demonstration Beneficiaries

Medicare FFS Beneficiaries

Attribution to practices participating in each state’s multi-payer PCMH initiative
occurred quarterly, using attribution methods independently developed by each MAPCP
Demonstration state and implemented by Actuarial Research Corporation (ARC) for all states
except Minnesota. (See Appendix B for details on attribution for each state.) To be eligible for
participation in the MAPCP Demonstration, Medicare beneficiaries had to meet the following
eligibility criteria each quarter:

* be alive;

* have Medicare Parts A and B;

* Dbe covered under traditional Medicare FFS;

* have Medicare as the primary payer for health care expenses;

* reside in the state-specified geographic area for its initiative; and

* be attributed to a MAPCP Demonstration participating practice.



All Medicare beneficiaries meeting these six criteria were eligible for evaluation. They
also had to be attributed to a participating PCMH for at least 3 months over the course of the
relevant demonstration evaluation period (i.e., 12 months, 24 months, 36 months). We removed
beneficiaries with fewer than 3 months of eligibility during the demonstration period, assuming
that practices and other entities (e.g., CHTs in some states) had limited opportunity to engage
with patients and influence outcomes during the demonstration period. In removing beneficiaries
with fewer than 3 months of eligibility, we minimized the potential bias to the null of our impact
analysis findings.

Unlike participating practices in the other seven demonstration states, Minnesota
practices were expected to self-attribute beneficiaries to practices and submit monthly claims for
MAPCP Demonstration payments to Medicare on behalf of all eligible patients in a practice.
However, most certified Minnesota health care homes otherwise eligible for demonstration
payments did not submit monthly MAPCP Demonstration claims to Medicare. Because of the
exceptionally low observed rate of practice billing in Minnesota’s MAPCP Demonstration, we
used an attribution developed by ARC for evaluating Minnesota.

Medicaid Beneficiaries

RTI used two approaches to identify Medicaid beneficiaries for the demonstration group:
(1) attribution based on designated primary care provider (PCP), and (2) claims-based
attribution. In general, we have chosen the approach most closely aligned with the procedure
used in a MAPCP Demonstration state to attribute Medicaid beneficiaries to practices for the
purpose of making Medicaid PCMH payments. Beneficiaries were attributed to practices
quarterly. Because all of the MAPCP Demonstration states except Rhode Island included
children in their PCMH initiatives, children were included in the Medicaid analysis, and
pediatric primary care practices participating in each state’s initiative were incorporated into the
attribution process. We provide a general description of the attribution approach for each state
below, and we provide a more detailed, state-specific description in Appendix B.

Maine, Michigan, North Carolina, Pennsylvania, and Rhode Island. Attribution in
these states was based on a beneficiary’s designated PCP or practice. In Michigan, Southeast
Pennsylvania, and Rhode Island, all Medicaid beneficiaries eligible for their state’s initiative are
enrolled in Medicaid managed care or primary care case management. These enrollees must have
a designated PCP whom they select (or to whom they are assigned if they do not make a
selection). The demonstration group in these states included Medicaid managed care or primary
care case management enrollees whose designated PCP is in a participating MAPCP
Demonstration practice. Michigan, Southeast Pennsylvania, and North Carolina identified
demonstration beneficiaries when they provided the Medicaid claims data to RTI. For Maine and
Rhode Island, we attributed beneficiaries to providers and then providers to the appropriate
MAPCP Demonstration participating practice.

Minnesota. Minnesota did not use a beneficiary attribution approach to make payments
to practices participating in its initiative as described above. For the first 3 quarters of
Minnesota’s demonstration period, we attributed beneficiaries to practices on the basis of the
plurality of evaluation and management (E&M) visits to providers with primary care specialties.
Beginning with the fourth quarter of Minnesota’s demonstration, we used a hybrid approach that
first assigned beneficiaries on the basis of the plurality of care coordination claims; for those
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beneficiaries without care coordination claims, assignment was based on a plurality of E&M
visits to providers with primary care specialties belonging to a demonstration practice.
Attribution of Medicaid beneficiaries to practices followed the same method used to attribute
Medicare beneficiaries to practices.

New York and Vermont. New York’s and Vermont’s PCMH initiatives used different
approaches for attributing their Medicaid FFS beneficiaries and their Medicaid managed care
enrollees. Vermont attributed Medicaid beneficiaries not in managed care to PCMH practices on
the basis of a plurality of claims for E&M visits over a 24-month look-back period. Vermont’s
Medicaid managed care enrollees were included in the PCMH initiative if their assigned PCP
was serving in a primary care that was participating in the PCMH initiative. Medicaid FFS
beneficiaries in New York were attributed to a practice using a two-step process. First, they were
attributed to a primary care physician on the basis of the plurality of E&M visits during a
12-month look-back period, and then they were attributed to a PCMH practice if the primary care
physician to whom they were attributed was practicing in a primary care practice in the PCMH
initiative. Medicaid managed care enrollees in New York were included in the demonstration
group if their designated PCP was practicing in a primary care practice participating in the
PCMH initiative.

Rolling Entry into the MAPCP Demonstration and Intent-to-Treat Study Design

The MAPCP Demonstration allowed for rolling entrance of practices into and out of the
demonstration. In addition, Medicare and Medicaid beneficiaries were allowed to enter the
demonstration on a rolling basis, and they could lose eligibility during the demonstration if the
practice to which they were attributed withdrew from the state initiative. Rolling entry meant that
a beneficiary’s specific start date to which they were introduced to the MAPCP Demonstration
could be after the state began its participation in the MAPCP Demonstration. Medicare FFS
beneficiaries also lost eligibility when they no longer met the criteria listed above. For evaluation
purposes, however, once a Medicare or Medicaid beneficiary was eligible for the MAPCP
Demonstration for at least 3 months, the beneficiary was always included in the evaluation
sample. If beneficiaries lost Medicare or Medicaid eligibility at any time after they were
attributed to a MAPCP Demonstration practice, their outcomes during those periods of lost
eligibility were treated as missing because we did not have claims data for them during those
times. Thus, we considered the MAPCP Demonstration an intent-to-treat study design.

For the quantitative analyses, claims data were included if the service was provided on a
day when the beneficiary was eligible for participation in the demonstration. Claims during any
periods of ineligibility were excluded. We constructed an eligibility fraction variable reflecting
the length of time the beneficiary was eligible each quarter and used it as an analytic weight in all
claims-based analyses. The eligibility fraction was defined for each quarter as the total number of
eligible days during the quarter, divided by the total number of days alive in the quarter. !

I For Medicare analyses, we restricted the denominator to days alive, which effectively prevented inflating

outcomes during the quarter in which a beneficiary died. For Medicaid analyses, death dates were not available
in the Medicaid data (except for North Carolina), and so we could not modify the eligibility fraction to account
for days alive. For Medicaid analyses of North Carolina, which had beneficiary death dates, we followed the
methodology used for Medicare.
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1.2.2 Identification of Comparison Beneficiaries

The MAPCP Demonstration expanded on the PCMH model by providing additional
Medicare care management fees and other supports to improve access to care, coordination of
care, and the quality of care that patients received. To be able to evaluate both the effect that
Medicare’s MAPCP Demonstration participation had on participating practices and the effect of
being a PCMH, we designed an evaluation to quantify two main changes:

The change in outcomes associated with activities undertaken by MAPCP
Demonstration practices after CMS joined the state initiative—These new activities
were supported by CMS (e.g., payment of MAPCP Demonstration fees, provision of
practice feedback reports on utilization and expenditures, and beneficiary-specific
utilization reports), the state and its partners, and the participating practices. To
estimate this change, we compared MAPCP Demonstration practices to primary care
PCMHs not participating in the MAPCP Demonstration because they were not
exposed to the MAPCP Demonstration—related activities.

The change in outcomes associated with becoming a recognized PCMH and gaining
exposure to activities and interventions related to transforming into a PCMH, in
addition to the changes directly associated with participation in the MAPCP
Demonstration—To estimate this change, we compared MAPCP Demonstration
practices to primary care practices that were not NCQA-recognized PCMHs. These
practices were not exposed to MAPCP Demonstration activities, and they may not
have been exposed to PCMH transformation more generally. However, it is possible
that these practices were undergoing some level of PCMH transformation outside of
the process for NCQA PCMH recognition.

To assess each of these changes, for each state except Minnesota we identified two
distinct CGs:

PCMH CG. These were Medicare FFS and Medicaid beneficiaries who met MAPCP
Demonstration eligibility and attribution criteria and were attributed to practices that
had similar PCMH recognition as MAPCP Demonstration practices but were not
participating in the state’s multi-payer initiative. We used NCQA PCMH recognition
standards to determine which primary care practices not participating in the MAPCP
Demonstration were also PCMHs. Because the vast majority of Minnesota’s primary
care practices undergoing PCMH transformation activities were applying Minnesota’s
health home certification criteria, there were relatively few non—-MAPCP
Demonstration PCMHs relying solely on NCQA PCMH recognition criteria.
Therefore, we could not produce a PCMH CG within Minnesota. We did consider
creating a PCMH CG composed of PCMHs from outside Minnesota, but there were
concerns about the bias introduced in an analysis from comparing Minnesota’s
MAPCP Demonstration health homes practices with practices using NCQA PCMH
recognition.
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* Non-PCMH CG. These were Medicare FFS and Medicaid beneficiaries who met
MAPCP Demonstration eligibility and attribution criteria but were attributed to
practices without PCMH recognition.

We used a three-step approach to identify comparison beneficiaries for all eight MAPCP
Demonstration states:

1. Identification of a geographic area within each state from which we could identify
comparison primary care practices;

2. Identification of primary care practices within these geographic areas that were not
participating in the state’s PCMH initiative; and

3. Identification of beneficiaries that met the MAPCP Demonstration eligibility criteria
and could be attributed to a CG primary care practice identified in Step 2.

The process began by identifying the counties in which each state implemented its
PCMH demonstration. If the demonstration practices were scattered throughout the state (as was
the case in Maine, Michigan, Minnesota, Pennsylvania, and Rhode Island), comparison practices
were drawn from the MAPCP Demonstration counties. If the demonstration practices dominated
in their respective geographic areas (as was the case in New York’s Adirondack region and
North Carolina’s rural counties), then the comparison practices were drawn from counties with
similar characteristics elsewhere within the same state but outside the geographic area of the
state PCMH initiative. In Vermont, so many primary care practices were participating in the
Vermont PCMH demonstration that there were virtually no primary care practices left in the state
from which to create a CG. Therefore, comparisons for Vermont were drawn from New
Hampshire for the Medicare analysis and New York for the Medicaid analysis. In both
circumstances, characteristics of the geographic area and of the target populations were not too
dissimilar from those of Vermont. Further, a key consideration for the Medicaid analysis was the
availability of Medicaid claims data, and because New York was a participating MAPCP state
that had provided Medicaid claims data for this evaluation, we leveraged the data available.

After the comparison counties were determined, a list of primary care and multispecialty
medical practices in those counties was generated from Medicare claims data. For the Medicaid
analysis, this list of CG primary care practices was supplemented with a list of pediatric primary
care practices identified through physician data from SK&A.

After selecting the comparison practices, in some cases we determined that the mix of
CG practices was still not similar enough to the demonstration practices within the state. In
particular, we found that we needed to supplement the CG with more federally qualified health
centers (FQHCs), rural health clinics (RHCs), critical access hospitals (CAHs) if a state initiative
included FQHCs, RHCs, or CAHs as primary care practices.? In a few instances, we also
determined that we needed to supplement with additional NCQA-recognized CG PCMHs.
Therefore, we either looked out of the state to supplement a state’s CG sample or looked within

2 To identify FQHCs, RHCs, and CAHs to supplement the CG, we used organizational National Provider
Identification numbers in claims data and organizations listed in the National Plan and Provider Enumeration
System.
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the state but outside of our target CG counties. When we looked out of state, we looked only
among the other participating MAPCP Demonstration states. Table 1-1 presents the original
comparison counties for the MAPCP Demonstration states and notes where we expanded the
comparison area to obtain additional FQHCs, RHCs, and CAHs from counties in and out of the
MAPCP Demonstration state. States were chosen to supplement other states” CGs based solely
on their possession of the necessary provider type. For example, when we needed to supplement
non-PCMH FQHCs in New York, we pulled from Michigan because Michigan was participating
in the MAPCP Demonstration and had non-PCMH FQHCs. When we needed to go out of state
to obtain additional FQHCs, RHCs, or CAHs to supplement the Medicare CG, we were unable to
acquire the Medicaid claims for these out-of-state practices. In some cases, this resulted in poor
balance across the MAPCP Demonstration group and one or more of the Medicaid CGs with
respect to practice type, even after reweighting comparison observations to achieve more
similarity across the demonstration and CGs. Although poor balance is a limitation, our
evaluation approach does not rely solely on having perfect balance across the MAPCP
Demonstration and CGs because we also use regression modeling to adjust impact estimates for
differences in the MAPCP Demonstration and CGs.

Table 1-1

Demonstration and comparison areas by MAPCP Demonstration state

State Demonstration area

Maine 11 counties in the
southern part of state

Michigan 40 counties

Minnesota 24 counties

New York 7 counties in Adirondack
region

North 7 mostly rural counties

Carolina scattered across the state

Pennsylvania = 4 counties in northeast

region, 5 counties in
southeast region

Original comparison areas

For Medicare and Medicaid:
Same as demonstration counties

For Medicare and Medicaid:
Same as demonstration counties

For Medicare and Medicaid:
Same as demonstration counties

For Medicare and Medicaid: 16
counties in upstate New York

For Medicare and Medicaid: 16
counties in the remainder of the
state

For Medicare and Medicaid:
Same as demonstration counties

Expansion areas

None needed

None needed

None needed

For Medicare: Any FQHCs or
CAHs in non-demonstration
counties in New York, plus 19
non-PCMH FQHCs from
counties in Michigan

For Medicaid: Any FQHCs or
CAHs in non-demonstration
counties in New York

For Medicare: Any RHCs or
CAHs in non-demonstration
counties in North Carolina, plus
6 PCMH CAHs from Maine
For Medicaid: Any RHCs or
CAHs in non-demonstration
counties in North Carolina with
attributed Medicaid enrollees

None needed
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Table 1-1 (continued)
Demonstration and comparison areas by MAPCP Demonstration state

State Demonstration area Original comparison areas Expansion areas
Rhode Island =3 westernmost counties For Medicare and Medicaid: None needed
in state Same as demonstration counties
Vermont All 14 counties in state For Medicare: 10 counties in For Medicare: Any FQHCs in
New Hampshire Massachusetts, plus 5§ PCMH
For Medicaid: same as New FQHCs from Maine/Michigan,
York’s CG plus 6 PCMH RHCs from

Maine/Michigan, plus 6 PCMH
CAHs from Maine/Michigan

For Medicaid: None needed

CAH = critical access hospital; CG = comparison group; FQHC = federally qualified health center; MAPCP =
Multi-Payer Advanced Primary Care Practice; PCMH = patient-centered medical home; RHC = rural health clinic.

For Medicare, practices with fewer than 30 attributed Medicare FFS beneficiaries per
year were deleted from the pool of CG practices, but those practices were included in the CGs of
the Medicaid analysis. Practices with few Medicare FFS beneficiaries had attributed Medicaid
beneficiaries, so these practices were not excluded from the Medicaid analyses. Further,
practices involved in other CMS PCMH initiatives or practice-based demonstrations were
deleted from the list of comparison practices. These initiatives include the FQHC Advanced
Primary Care Practice Demonstration, Medicare Health Care Quality Demonstration,
Independence at Home Demonstration, Health Quality Partners, Physician Group Practice
Transitional Demonstration, and Comprehensive Primary Care Initiative. These initiatives were
identified through the CMS Master Data Management (MDM) provider extract file;
organizations participating in the FQHC Advanced Primary Care Practice Demonstration were
identified by RAND.

After selection of the practices was finalized, we used PCMH recognition data obtained
from NCQA to identify which practices had received NCQA PCMH recognition and which had
not. This information was updated annually, each time we conducted a “true up,” as described
below.

The same protocol used to attribute individual Medicare and Medicaid beneficiaries to a
specific MAPCP Demonstration practice (discussed in Section 1.2.1 and in detail in
Appendix B) was used to assign comparison beneficiaries to each comparison practice, with one
exception: In Medicare, CG beneficiaries were attributed to a CG practice annually rather than
each quarter, as in the process used for beneficiary assignment to the demonstration groups. In
Medicaid, CG beneficiaries were attributed to CG practices quarterly, just as was done for the
Medicaid demonstration beneficiaries. Further, for the Medicaid analysis, Michigan and
Southeast Pennsylvania identified CG beneficiaries when they provided the Medicaid claims
data to RTI; these states used lists of CG practices identified by RTI to facilitate identification.

Once a beneficiary was attributed to a MAPCP Demonstration participating practice, the
beneficiary was no longer eligible to be attributed to a CG practice. Given the size of the
MAPCP Demonstration CGs, the numbers of beneficiaries switching status were very small;
removing them thus had negligible impact on CGs’ outcomes over time.

1-12



The set of MAPCP Demonstration participants constantly changed during the course of
the study because of the entrance of new practices, the withdrawal of others, and attrition
resulting from death or other loss of participation eligibility. To emulate this situation among the
CGs, we checked eligibility for the demonstration quarterly and removed from the CG any
beneficiaries no longer meeting the demonstration eligibility criteria. Further, we also checked
quarterly to determine whether any CG practices had become participants in any other
demonstrations or initiatives mentioned above; if so, we removed them and their attributed
beneficiaries from the CG, effective in the quarter in which the practice began participating in
the other initiative. Finally, we conducted an annual “true-up” of the CGs in Medicare by
reapplying the beneficiary assignment algorithm at the end of each year. This process added new
beneficiaries, removed those no longer receiving the plurality of their services from a CG
practice, and moved beneficiaries and practices from the non-PCMH CG to the PCMH CG if
their assigned practice received NCQA recognition as a PCMH during the prior year. Because
most CGs already contained nearly all existing primary care practices in the area, the true-up
process generally produced few changes in the composition of comparison practices.

There is one important limitation to the use of the two CGs. Over the course of the
MAPCP Demonstration, the number of initiatives undertaken by commercial payers, individual
primary care practices, and health care systems to promote patient-centered primary care
increased significantly. In particular, some non-PCMH comparison practices may have been part
of health care systems that had their own initiatives supporting patient-centered or cost
containment activities without NCQA PCMH recognition. These practices may have also been
participating in other commercial payer initiatives supporting transformation activities without
NCQA PCMH recognition. By December 2014, the end of the MAPCP Demonstration
evaluation period, the differences between PCMH and non-PCMH practices in terms of their
PCMH activities may not have been as distinct as anticipated at the start of the MAPCP
Demonstration, and it was not feasible to determine the extent of PCMH transformation in our
non-PCMH, non NCQA certified CG. Because of this known shift in activities over time,
quantitative results between the MAPCP Demonstration practices and the non-PCMH group may
not be as large as would have otherwise been anticipated, and the ordinal differences in the
results relative to PCMH and non-PCMH practices may not be as expected; the non-PCMH
group may have looked more like the MAPCP Demonstration practices in terms of PCMH
transformation by the end of the evaluation period.

1.2.3 Quantitative Data, Time Periods, and Variables Used in the Assessment of
Outcomes

Our quantitative analyses relied on Medicare and Medicaid administrative and claims
data. Below, we list the data sources used; additional detail on the data sets can be found in
Appendix C.

Medicare Data

Medicare Enrollment Data Base (EDB). This file was used to identify days of
eligibility for the MAPCP Demonstration and provide an estimate of the fraction of the
demonstration period for which beneficiaries are eligible. This file also provided beneficiary
demographic and Medicare eligibility information for the analyses.



Historical denominator file. This file was used to provide information needed to assign
beneficiaries to low-, medium-, and high-risk categories based on the Hierarchical Condition
Category (HCC) risk score.

Medicare TAP files. The TAP files contained inpatient, hospital outpatient, physician,
skilled nursing facility (SNF), home health agency (HHA), hospice, and durable medical
equipment claims for demonstration and comparison beneficiaries from January 2011 onward.
These files were used to create our outcome measures of interest.

Medicare National Claims History (NCH) files. This file was used to obtain claims for
hospital inpatient services, outpatient services, physician, durable medical equipment, home
health, and hospice services before 2011.

Lists of practices and beneficiaries in other CMS demonstrations that were excluded
from CG practices and beneficiaries. Practices and beneficiaries identified in these lists,
generated from the MDM file, were excluded from the CG, as described in more detail in
Section 1.2.2.

Medicaid Data

We received Medicaid enrollment, FFS claims, and managed care encounter files from all
MAPCP Demonstration states. In some cases, we received additional files related to attribution,
PCP assignment, and provider information. Additional detail on the data sets can be found in
Appendix C.

Enrollment and eligibility files. These files included information used to identify
periods of Medicaid enrollment and other items, such as why an individual was enrolled in
Medicaid (e.g., low income, disability), date of birth, sex, and race/ethnicity.

FFS claims files. These files detail the services rendered to a Medicaid FFS beneficiary,
including the type of service rendered, the dates on which services were rendered, the service
provider, and the amount paid to the provider.

Managed care encounter files. Managed care encounter data include similar types of
information available in FFS claims, except that some states (e.g., Michigan, Pennsylvania,
Minnesota) do not record the amount paid to the provider.

Attribution files. Vermont, Michigan, Pennsylvania, and North Carolina provided files
to identify the MAPCP Demonstration or CG providers or practices with whom a beneficiary
was associated.

PCP assignment files. New York, Rhode Island, and Maine provided files linking
Medicaid beneficiaries to an assigned PCP. These files were used in attributing beneficiaries to
demonstration or CG practices.

Provider files. These contained data on individual providers or practices. These files
were used in attributing beneficiaries to demonstration or CG practices.



Analytic Time Period and Variables

In this report, we analyzed changes during 12—14 quarters of the MAPCP Demonstration
period in the quarterly rate of growth for selected utilization, expenditure, quality of care, access,
and coordination of care measures. Table 1-2 describes the time periods for analysis for the eight
participating states.

Table 1-2
Analysis periods used in the evaluation of the MAPCP Demonstration
Pre- Pre-
Months of | demonstration demonstration
Demonstration Year One Year Two  Year Three demonstration period period
period start date end date end date end date data start date end date
New York, Rhode 6/30/2012 = 6/30/2013 | 12/31/2014 38 1/1/2006 6/30/2011
Island, Vermont
7/1/2011
North Carolina 9/30/2012 ' 9/30/2013 = 9/30/2014 38 1/1/2006 9/30/2011
10/1/2011
Maine, Minnesota,! | 12/31/2012  12/31/2013 = 12/31/2014 36-38 1/1/2006 12/31/2011
Michigan,
Pennsylvania
1/1/2012

! Minnesota started the MAPCP Demonstration on 10/1/2011, but due to data unavailability, attribution was
possible only from 1/1/2012 onward. For this reason, Minnesota was considered a member of Cohort 3 for
analysis purposes. Because the MAPCP Demonstration’s impact was not expected to happen immediately, we did
not expect this change to significantly impact the quantitative results.

MAPCP = Multi-Payer Advanced Primary Care Practice.

In Table 1-3, we summarize the analytic variables used in the regression modeling, and
we indicate which variables were used in Medicare analysis, the Medicaid analysis, or both. If a
sociodemographic characteristic was used only in Medicare and not in Medicaid or vice versa, it
was because the characteristic did not appropriately fit the data. For example, having end-stage
renal disease (ESRD) is a unique feature of enrollment for Medicare, not Medicaid, and the HCC
risk score was developed for the Medicare population whereas the Chronic Illness and Disability
Payment System risk score was developed for Medicaid. For the outcomes, some measures could
not be easily calculated for Medicare or for Medicaid; in these cases, only the population for
which the measure applied is noted in the table. For example, limitations in the Medicaid data
prohibited our ability to calculate the Continuity of Care (COC) Index, and several of the quality
measures were applicable only to age ranges in the Medicaid population (e.g., breast cancer
screening, cervical cancer screening). Further, we did not have access to Medicare prescription
drug data, and Medicare is not a primary payer of long-term care services. Therefore, outcomes
related to prescription drugs or long-term care were examined only in the Medicaid analysis.
Detailed descriptions of how each variable in Table 1-3 was created can be found in
Appendix D.



Table 1-3

Sociodemographic characteristics, practice- and area-level characteristics, and outcomes

for the Medicare and Medicaid analyses

Variable
Sociodemographic Characteristics
Age
Race

Urban place of residence
Gender
Dually enrolled in Medicare and Medicaid
Enrolled due to disability
Enrolled due to ESRD
Institutionalized
HCC risk score
Charlson Comorbidity Index score
Comorbid conditions
CDPS score
Presence of perinatal conditions
Continuously enrolled in Medicaid
Enrolled in Medicaid FFS or managed care
Practice- and Area-Level Characteristics
Practice type
Percentage of providers in the practice who were PCPs
Size of the assigned practice
Household income
Population density
MAPCP Demonstration Payments and Expenditures
Medicare MAPCP Demonstration fee payments
Total expenditures

Total expenditures for services with a primary diagnosis of a behavioral health
condition

Total expenditures for services with a secondary diagnosis of a behavioral
health condition

ER visits and observation stays

Post-acute care

Laboratory

Imaging

Home health

Other

Services provided by primary care and specialty physicians
Long-term care expenditures

Prescription expenditures

Medicare

e I e I R A S A A A AR

KRR KX

<

>~

MR KR XX

Medicaid

KRR KX KRR R X >~ KRR K R X

o

X

X

X
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Table 1-3 (continued)
Sociodemographic characteristics, practice- and area-level characteristics, and outcomes
for the Medicare and Medicaid analyses

Variable Medicare Medicaid
Utilization
All-cause hospitalizations
Behavioral health inpatient hospitalizations
ER visits
Behavioral health ER visits
Behavioral health outpatient visits

KRR K R XK

30-day unplanned readmissions

KRR R R R X

Inpatient admissions for asthma

Quality of Care
Hospitalizations for potentially avoidable chronic conditions
Hospitalizations for potentially avoidable acute conditions
Hospitalizations for potentially avoidable conditions
Diabetes quality of care
Comprehensive (IVD) care

XX R R R X

Rate of admission for a serious medical or avoidable catastrophic event
Breast cancer screening

Cervical cancer screening

Appropriate use of asthma medications

Percent of births that are low birth weight

Appropriate use of antidepressant medication during an acute and a
continuous treatment phase

KRR X

Access to Care & Care Coordination
COC Index
Primary care visits
Specialist care visits
Surgical specialty visits

MR X KX
)X R X

Primary care visits as a percentage of total visits
Follow-up visits within 14 days after discharge from the hospital X
CDPS = Chronic Illness and Disability Payment System; COC = Continuity of Care; ER = emergency room; ESRD

= end-stage renal disease; FFS = fee-for-service; HCC = Hierarchical Condition Category; IVD = ischemic vascular
disease; MAPCP = Multi-Payer Advanced Primary Care Practice; PCP = primary care practice.

1.2.4 Expected Impact on Outcomes

Table 1-4 shows the outcomes measured, as well as the expected direction of the change
estimates for each outcome relative to the non-PCMH and PCMH CGs. For example, given the
objectives of MAPCP Demonstration, and PCMHs in general, a significant increase in the
number of primary care visits and a significant decrease in total expenditures are expected
outcomes. In contrast, a significant increase in all-cause admissions and a significant decrease in
the number of follow-up visits within 14 days after hospital discharge are unexpected outcomes.



Table 1-4

Outcome measures and expected directions for change estimates

Category

Access to care and
coordination of care

Expenditures

Utilization

Processes of care

Avoidable events

NOTE:

Outcome

Primary care visits (per 1,000 beneficiary quarters)

Medical specialist visits (per 1,000 beneficiary quarters)
Surgical specialist visits (per 1,000 beneficiary quarters)

Follow-up visit within 14 days after discharge (per 1,000 beneficiaries with
a live discharge)

30-day unplanned readmissions (per 1,000 beneficiaries with a live
discharge)

Total expenditures

Acute-care expenditures

Post-acute care expenditures

ER expenditures

Outpatient expenditures

Specialty physician expenditures
Primary care physician expenditures
All-cause admissions

ER visits not leading to hospitalization (per 1,000 beneficiary quarters)
HbAIc Testing

Retinal eye examination

LDL-C screening

Medical attention for nephropathy
Received all 4 diabetes tests
Received none of the 4 diabetes tests
Total lipid panel

Avoidable catastrophic events

PQI admissions—overall

PQI admissions—acute

PQI admissions—chronic

Expected
direction

+

Shown are the outcomes measured, as well as the expected direction of the change estimates for each outcome.

ER = emergency room; LDL-C = low-density lipoprotein cholesterol; PQI = Prevention Quality Indicator

1.2.5 Quantitative Methods for Evaluating Outcomes

The statistical approach for the quantitative data analysis consists of baseline descriptive
statistics and four types of regression modeling:

* Linear regression, used for all expenditure outcomes in Medicaid and Medicare. For
the Medicaid analysis, expenditures exceeding the 99th percentile were truncated at
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the 99th percentile to reduce the influence of outlier observations. Medicare
expenditures were not truncated.

* Negative binomial regression, used for all visit and hospitalization outcomes in
Medicare.

* Logit regression, used for the six quality-of-care outcomes for beneficiaries with
diabetes, the one quality-of-care outcome for Medicare beneficiaries only with
ischemic vascular disease (IVD), and six additional quality-of-care outcomes for
Medicaid beneficiaries only. Visit outcomes for the Medicaid analysis were analyzed
using logit regression because the nonelderly adults and children comprising our
sample use services less frequently than the elderly Medicare population, and thus a
binary indicator of whether the Medicaid beneficiary had ever used a service in a
quarter was more appropriate.

* Ordered logit regression, used for two access to care measures—primary care Vvisits
as a percentage of total visits and the COD Index.

Descriptive Statistics

For initial descriptive statistics, we reported demographic and health status characteristics
of Medicare FFS and Medicaid beneficiaries participating in each state initiative during the 3
years of the MAPCP Demonstration. We aggregated the characteristics to the state level,
reporting either the mean attribute (e.g., mean age) or the percentage of demonstration
beneficiaries with the attribute (e.g., percentage White). These statistics were calculated using
each beneficiary’s eligibility fraction during the first year of his or her participation in the
MAPCP Demonstration as a weight to produce weighted means and percentages. We also report
in Appendices E (Medicare) and F (Medicaid) the weighted quarterly averages of major
outcomes separately for demonstration and CG beneficiaries. The number of Medicare and
Medicaid beneficiaries contributing to these averages is also included in Appendices G
(Medicare) and H (Medicaid). The weighted averages cover the demonstration period, as well as
the 8 quarters immediately preceding the demonstration. The weights used to calculate these
averages are the analytic weights—the combination of quarterly eligibility fractions and entropy
balancing weights. (Entropy balanced weights are discussed in Section 1.2.6.) Although entry
into the MAPCP Demonstration was rolling and beneficiary-dependent, average quarterly
outcomes were reported for the group as a whole.

Regression Modeling

The regression models form the basis for measuring changes in outcomes. Because we
examined two types of changes—one relative to beneficiaries assigned to the comparison
PCMHs and the second relative to beneficiaries assigned to the comparison non-PCMH—each
outcome is modeled twice.

The statistical approach for the quantitative data analysis consisted of estimating
“modified” difference-in-differences (D-in-D) regression models. This section provides an
overview of the traditional D-in-D model, along with an interpretation of the D-in-D estimate.
We first present the traditional D-in-D specification to establish the model, and then introduce
modifications made to the traditional model.



Figure 1-2 illustrates the traditional D-in-D model. D-in-D analyses compare the change
in outcomes (e.g., before vs. after assignment to a MAPCP Demonstration primary care practice)
among MAPCP Demonstration beneficiaries to the same change (before vs. after assignment to a
CG primary care practice) among CG beneficiaries. A key advantage of the D-in-D approach is
that it accounts for changes over time, thereby providing more accurate estimates of the impact
of the MAPCP Demonstration. For example, beneficiaries assigned to comparison practices
could have started with higher average expenditures than beneficiaries assigned to MAPCP
Demonstration practices. Assuming that both groups had similar expenditure trends over time,
we would expect demonstration beneficiaries to have lower average expenditures over time, even
in the absence of the MAPCP Demonstration, because the MAPCP Demonstration started with
lower average expenditures than the CG. However, with the MAPCP Demonstration, we expect
their expenditures to be even lower than they would have otherwise been. Figure 1-2 illustrates
this concept.

Figure 1-2
Graphical representation of the difference-in-difference framework
A-Conhey
N e
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> o
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Equation 1.1 is the mathematical representation of how to estimate the “effect of
treatment” from Figure 1-2. This equation represents a simple pre-post D-in-D regression model.
MAPCP is an indicator of whether the beneficiary was assigned to a MAPCP Demonstration
practice. Post is an indicator that equals zero for all quarters prior to the MAPCP Demonstration
and 1 for all quarters after the start of the MAPCP Demonstration. The regression coefficient 3
is the D-in-D parameter. A regression estimate of 33 measures the difference (or change) in the
average outcome before and after the demonstration for MAPCP Demonstration beneficiaries
relative to the difference (or change) in the average outcome before and after the demonstration
for comparison beneficiaries. In addition, Equation 1.1 includes a residual term, denoted by &,
that represents differences in the outcome among beneficiaries not explained by any of the other
variables in the model.

Outcome = Po + p1 MAPCP + B2Post + f3 MAPCP+Post + ¢ (1.1)
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We used linear, ordinary least squares specification to model expenditure outcomes. In
these linear specifications, a negative value corresponds to slower growth in expenditures for the
MAPCP Demonstration beneficiaries relative to comparison beneficiaries, which could occur in
one of the following ways:

* Average expenditures increased among comparison beneficiaries and decreased
among MAPCP Demonstration beneficiaries;

* Average expenditures increased among both groups but at a slower rate among
MAPCP Demonstration beneficiaries; or

* Average expenditures decreased among both groups but at a faster rate among
MAPCP Demonstration beneficiaries.

Conversely, a positive value corresponds to faster growth in expenditures for the MAPCP
Demonstration beneficiaries relative to comparison beneficiaries, which could also occur in one
of three ways:

* Average expenditures increased among MAPCP Demonstration beneficiaries and
decreased among comparison beneficiaries;

* Average expenditures increased among both groups but at a slower rate among
comparison beneficiaries; or

* Average expenditures decreased among both groups but at a faster rate among
comparison beneficiaries.

To better understand whether the D-in-D estimate from each of the regression models in
each state chapter reflected large changes in the average outcome among MAPCP Demonstration
beneficiaries, among CG beneficiaries, or among both beneficiary groups, we provided model-
predicted changes in each outcome for each state in Appendices I (Medicare) and J (Medicaid).

For utilization outcomes, we used a negative binomial version of the D-in-D specification.
Interpretation of the D-in-D parameter is similar. However, a negative value corresponds to a
decrease 1n the rate of events for the MAPCP Demonstration beneficiaries relative to comparison
beneficiaries, whereas a positive value corresponds to an increase in the rate of events for the
MAPCP Demonstration beneficiaries relative to comparison beneficiaries, in these nonlinear
variants. Finally, some outcomes we analyzed in this report were binary or ordered categorical
outcomes. For these outcomes, we used a logistic or ordered logistic framework, and the
interpretation is again slightly different. Within these frameworks, a negative value corresponds
to a decrease in the likelihood of an event or category occurring for the MAPCP Demonstration
beneficiaries relative to comparison beneficiaries, whereas a positive value corresponds to an
increase in the likelihood of an event or category occurring for the MAPCP Demonstration
beneficiaries relative to comparison beneficiaries. Additional technical detail about our nonlinear
specifications can be found in Appendix C, including some additional minor modifications that
were made for some of these nonlinear models but do not substantively affect the interpretation.
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As mentioned above, we modified the basic model in Equation 1.1. Specifically, we
modified Equation 1.1 in four ways to address specific aspects of the MAPCP Demonstration

design:

1.

To account for rolling entry at the beneficiary level, we mimicked the process of
assigning beneficiaries to primary care practices in the CG and included a variable in
the model that controls for the quarter of assignment. This allowed us to provide
impact estimates that capture changes in expenditures/utilization/quality before and
after a beneficiary’s assignment to a practice, rather than before and after the start of
the MAPCP Demonstration in a state.

The regression specification allowed us to provide impact estimates that can vary
from quarter to quarter throughout the demonstration. We accomplish this by
including indicators that represent each calendar quarter before and after a person is
assigned to a MAPCP Demonstration or CG practice. These quarterly time indicators
allowed for flexible control of outcome trends across both the pre-demonstration and
demonstration periods. We then interacted each demonstration quarterly indicator
(i.e., the Post variable) with (1) the indicator representing whether the beneficiary
was in the MAPCP Demonstration group or the CG (i.e., the MAPCP variable) and
(2) an indicator that the demonstration quarter was a quarter in which the beneficiary
was assigned to a practice (i.e., a Post-Assignment indicator). These interactions
allowed us to estimate a separate D-in-D parameter for each demonstration quarter,
and thereby allowed the impact of the MAPCP Demonstration intervention effect to
grow or decline in potentially different ways throughout the demonstration period.
However, we do not present each of the quarter-specific D-in-D estimates. Rather, we
present annual averages (i.e., averaged over the first four quarters of participation in
the demonstration, second four quarters of participation in the demonstration, and so
on) and overall averages (i.e., averaged over all 12 to 14 quarters) of the quarter-
specific D-in-D estimates. This summarized the evidence in a way that allows us to
focus on annual-level and overall trends in impact estimates.

We added a number of beneficiary-, practice-, and area-level characteristics to the
model to control for group differences. These are briefly presented in the following
paragraphs. See Appendix C for more detail about the modified D-in-D specifications
that we used.

Beneficiary-level variables. For Medicare: Age, sex, HCC score, Charlson
Comorbidity Index score, and indicators for White, disability status, Medicaid,
ESRD, and institutionalization. For Medicaid: Age, sex, Chronic Illness and
Disability Payment System (CDPS), low birthweight/perinatal conditions (for the
child-specific models), and indicators for race, disability status, institutionalization,
and continuous enrollment from the time a patient first entered the Medicaid data
through the last month of Medicaid enrollment.
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Practice-level variables. An indicator of solo practitioner practice, an indicator of
whether each MAPCP Demonstration practice was a PCMH pilot practice,? and the
proportion of associated billing providers with primary care specialties, FQHCs,
CAHs, and RHC:s.

County-level variables. Median household income (in increments of $10,000) and
population density in the beneficiary’s most recent county of residence.

State-level variables. In the three states that include some out-of-state practices in
their CGs for Medicare, we include a variable identifying the out-of-state practices to
control for any time-invariant differences between the outcomes across the states. In
New York, the model includes an indicator for the Michigan practices included in the
CG. In North Carolina, the model includes a variable for the Maine practices included
in the CG. In Vermont, the majority of comparison practices came from New
Hampshire, with the addition of several practices from Maine, Massachusetts, and
Michigan. Indicators for these latter three states were included in the Vermont
analyses.

4. We factored in the entropy balancing weight to the regression model. See
Section 1.2.6 for additional detail on the entropy balancing weight.

Finally, we conducted two additional analyses not presented in the state chapters. The
first, which can be found in Appendix K, was a sensitivity analysis of the potential impact that
rolling assignment may have had on the MAPCP Demonstration. This was important because
assignment occurred at unequal intervals among MAPCP Demonstration and comparison
beneficiaries (on a quarterly basis for MAPCP Demonstration beneficiaries and annually in the
CG). The analysis focused solely on Medicare FFS beneficiaries who were assigned at the start
of the state’s demonstration and who were continuously assigned to a practice in all quarters of
the demonstration. This subset of beneficiaries does not include persons who died, moved out of
state, lost Medicare eligibility, or otherwise failed to meet the assignment criteria in any quarter
of the demonstration. This subset also excludes beneficiaries who were assigned after the
demonstration started. This analysis therefore focuses on beneficiaries in the MAPCP
Demonstration with the largest degree of continuity with respect to their state’s assignment
criteria. The second, which can be found in Appendix L, analyzed outpatient expenditures in
greater detail. Because Medicare outpatient expenditures include expenditures for CAHs,
FQHCs, and RHCs, we separated the expenditures for each of these three settings; we also
created new utilization measures that capture primary care visits to CAHs, FQHCs, and RHCs.
We did not report CAH, FQHC, or RHC expenditures or primary care visits using Medicaid data
because the Medicaid data were not uniform in their definition of these three care settings, and—
in some states—the Medicaid data did not identify these specific outpatient settings separately.

3 Before CMS joined each state’s initiative, PCMH activities were ongoing in each state. These pre-MAPCP
Demonstration activities are collectively known as a state’s PCMH Pilot. These activities involved payment
redesign and practice transformation efforts supported by state and private payers. If the beneficiary was in a
practice that participated in a PCMH Pilot, we controlled for that. CG beneficiaries did not participate in the
PCMH Pilot. In New York, North Carolina, and Pennsylvania, all MAPCP Demonstration practices had
participated in pilot activities before the start of the demonstration, so this covariate was not included in the
models for these three states.
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1.2.6 Reweighting the CG to Resemble Beneficiaries in the MAPCP
Demonstration

For these analyses, Medicare and Medicaid beneficiaries were not randomly assigned to a
MAPCP Demonstration primary care practice or a CG practice. Therefore, beneficiaries in the
demonstration group and the CG were not guaranteed to resemble one another. If differences
between demonstration and comparison individuals were associated with particular outcomes,
then the relationship between participation in the MAPCP Demonstration and outcomes could
not be solely attributed to participation in the MAPCP Demonstration. For example, there could
be substantially more females in the CG than in the demonstration group. If gender predicted one
or more of the analyzed outcomes, then observed differences in outcomes across the
demonstration and CGs may have been attributed to the presence of more females in the CG or
attributed to the effect of the MAPCP Demonstration intervention. To remove this uncertainty,
we statistically adjusted the CGs so that they more closely resembled demonstration beneficiaries
with respect to key characteristics.

Specifically, we reweighted (or balanced) demonstration and comparison beneficiaries on
the variables in Table 1-5. These variables were chosen because they were all potentially related
to outcomes and captured important elements related to the MAPCP Demonstration design. It is
important to note that for variables that changed over time (e.g., HCC risk scores), we only
balanced the two groups on their values 1 year prior to their assignment to either the
demonstration or CG. This is necessary to avoid a new source of bias where the impact of the
demonstration on outcomes is essentially “balanced out.” For example, if the demonstration was
associated with decreasing morbidity risk scores over time, then balancing the CG on those
lower scores over time would likely negate the impact of the demonstration on the outcomes that
occurred through the process of decreasing the risk score. For that reason, variables in Table 1-5
that were not fixed over time were balanced on their values in the year prior to their assignment.

In this report, we used entropy balancing to reweight CG beneficiaries. Entropy balancing
(Hainmueller & Xu, 2013) is a relatively new method for creating a weight—that is, a numeric
value assigned to each beneficiary in the CG. Larger weights are assigned to beneficiaries with
underrepresented characteristics so that they contribute more to overall group averages, whereas
smaller weights are assigned to beneficiaries with overrepresented characteristics so that they
contribute less to overall group averages. The entropy balancing weight maximizes similarities
within the study sample while minimizing the variation between the estimated set of weights
within the study sample. To illustrate the impact of reweighting, Table 1-6 presents the mean
values for the variables listed in Table 1-5 before and after the application of the entropy
weights. This example shows the effect of balancing the Medicare PCMH CG with Medicare
MAPCP Demonstration beneficiaries from New York. Prior to weighting, there are identifiable
differences in the mean values between the two groups. The size of those differences is
quantified using standardized differences; a difference greater than 0.10 (in absolute value)
denotes meaningful variation between groups. After weighting, there is virtually no difference in
group means for any of the variables included in the entropy balancing model. Although there
still exists a discernible difference between the MAPCP Demonstration and PCMH CG in terms
of population density, the weighted average population density among beneficiaries assigned to
PCMH comparison practices is substantially more similar to the average population density
among beneficiaries assigned to MAPCP Demonstration practices. Furthermore, the standardized
difference is very small, indicating that the remaining difference after weighting is negligible.
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Table 1-5
Beneficiary-, practice- and regional-level characteristics balanced between MAPCP
Demonstration and CG beneficiaries

Balanced in Medicare and Balanced in Medicare
Medicaid analysis analysis only Balanced in Medicaid' analysis only
Age* HCC score* CDPS score*
Sex Charlson Index Comorbidity Presence of perinatal conditions (children
Score* only)*

Race ESRD* Indicator for being continuously enrolled
from the time beneficiaries first entered
the Medicaid data through their last
month of Medicaid enrollment

Disability status® Enrollment in Medicaid*

Institutionalization™

Percentage of associated providers
with a primary care specialty

Non-solo provider practice
FQHC

RHC

CAH

Regional level?

Median household income?
Population density*

*Variable was balanced based on information from the year prior to assignment. To adjust for morbidity in the
Medicaid population, we used the CDPS. CDPS is a diagnostic classification system originally developed for states
to use in adjusting capitated payments for TANF and disabled Medicaid beneficiaries and used to predict Medicaid
costs. We use the CDPS because the HCC score to measure beneficiary morbidity is available only for the Medicare
population.

! Individuals dually enrolled in Medicare and Medicaid were excluded because they were present in the Medicare
study population.

2 Regional variables based off of beneficiary address.
3 Per $10,000.
4 Per 10,000 persons.

CAH = critical access hospital; CDPS = Chronic Illness and Disability Payment System; CG = comparison group;
ESRD = end-stage renal disease; HCC = Hierarchical Condition Category; FQHC = Federally Qualified Health
Center; MAPCP = Multi-Payer Advanced Primary Care Practice; RHC = Rural Health Center; TANF = Temporary
Assistance for Needy Families.
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Table 1-6
Example of the effects of entropy balancing:
New York: Medicare MAPCP Demonstration and Medicare PCMH CG beneficiaries

PCMH comparison
MAPCP Unweighted Weighted
Demonstration Standardized Standardized
(N =29,093) (N =66,819) difference (N =66,857) difference

Age 68.48 66.99 0.10 68.47 0.00
Female 55.6% 55.4% 0.00 55.6% 0.00
Non-White 2.7% 10.3% —-0.31 2.8% 0.00
Disabled 32.8% 38.4% -0.12 32.8% 0.00
Institutionalized 0.1% 0.3% —0.03 0.1% 0.00
HCC risk score 1.04 1.04 0.00 1.04 0.00
Charlson Comorbidity 0.81 0.82 —0.01 0.81 0.00
Index score

ESRD 0.7% 0.9% —-0.01 0.7% 0.00
Medicaid dual eligible 24.2% 30.2% —-0.13 24.2% 0.00
Percent primary care 90% 66% 1.50 90% 0.00
Non-solo primary care 89% 97% —-0.31 89% 0.00
FQHC 39% 25% 0.31 39% 0.00
RHC 0% 0% — 0% —
CAH 5% 2% 0.15 5% 0.00
Median household income 50,800 49,300 0.25 50,800 0.00
Population density 230.7 1,758.9 -0.22 297.4 -0.03

CAH = critical access hospital; ESRD = end-stage renal disease; HCC = Hierarchical Condition Category; FQHC =
Federally Qualified Health Center; — = not applicable; RHC = rural health center.

In this report, the MAPCP Demonstration beneficiaries were compared separately to
PCMH and non-PCMH comparison beneficiaries in almost all states.* Therefore, balancing
weights were estimated separately for both CGs. In addition, because Medicaid analyses were
stratified by age, Medicaid-eligible adults and children were also balanced separately for both the
PCMH and non-PCMH CGs. For a more detailed description of the balancing used in this report,
and to see its impact for all states and CGs, please see Appendices M and N.

1.2.7 Methods for Evaluating Medicare Budget Neutrality

In this section, we describe our methodology for determining whether Medicare’s
participation in the state initiative is budget-neutral. The budget-neutrality analysis was limited

4 The Medicare analysis for Minnesota included comparison with a non-PCMH CG only. The Medicaid analysis
for Maine included comparison with a non-PCMH CG only. Additional details can be found in Chapter 9.

1-26



to Medicare beneficiaries® and conducted for each state separately.®7 Budget neutrality was
determined for all quarters of the MAPCP Demonstration. In deciding whether a state initiative
was budget-neutral to Medicare, we focused on the change relative to the PCMH CG as well as
the change relative to the non-PCMH CG. This change isolates the differences associated with
payments received by MAPCP Demonstration PCMHs from Medicare to manage their
beneficiaries and captures other features of the state initiative implemented after CMS joined
each state initiative.

Gross Savings

Gross savings were estimated from the regression model in Equation 1.1 (Section 1.2.5).
The 12, 13, or 14 quarterly ¥ coefficients (Y1, Y2, Y3, Y4, V5, Y6, Y7, V8, Y9, Y10, Y11, Y12, Y13, Y14)
were used to calculate quarter-specific estimates of average gross savings per demonstration
beneficiary in that quarter relative to beneficiaries assigned to the CG. The weighted sum of the
12, 13, or 14 quarterly ¥ coefficients—weighted by the respective number of demonstration
beneficiaries in each quarter, then multiplied by the number of beneficiary quarters—gave an
estimate of total gross savings, or potentially “negative” savings, associated with the
demonstration to date. A negative estimate of ¥ indicates that the MAPCP Demonstration was
associated with a reduction in the Medicare Part A and B expenditures trend (relative to the CQG),
which translates to positive gross savings. Conversely, a positive estimate of ¥ indicates that the
MAPCP Demonstration was associated with an increase in the Medicare Part A and B
expenditures trend (relative to the CG), which translates to negative gross savings. Gross
savings, then, were calculated simply by switching the sign of the 12, 13, or 14 quarterly ¥
coefficients.

MAPCP Demonstration Payments

In the MAPCP Demonstration, CMS was making monthly MAPCP Demonstration
payments to PCMHs for assigned demonstration beneficiaries. In some states, CMS was also
making MAPCP Demonstration payments to CHTs or similar entities to support the practices.
Each state determined the dollar amounts of the payments to be made to practices and these other
entities. Detailed information on MAPCP Demonstration payments is found in Tables 3-4 and
3-5. The determination of budget neutrality was inclusive of all payments for PCMH services
made by CMS to MAPCP Demonstration practices, CHTs, and any other entities for
beneficiaries with at least 3 months of eligibility. This 3-month eligibility criterion was used for
consistency with the beneficiaries included in the regression models. Monthly MAPCP
Demonstration payments were aggregated to the quarter level from Medicare claims data
containing the official record of payments.

5 Savings are possible across all demonstration beneficiaries, including commercial and Medicaid beneficiaries,
but our focus will be exclusively on Medicare beneficiaries.

In Pennsylvania, budget neutrality is estimated separately for the northeast and southeast regions.

7" In Minnesota, because of the absence of a PCMH CG, budget neutrality is estimated relative to non-PCMH
practices.
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Net Savings

Budget neutrality, or net savings, for a given period (NSperiod), 1s defined in Equation 1.2
as the non-negative difference between gross savings (GSperiod), minus total Medicare MAPCP
Demonstration payments (TFeeperioa). In this report, net savings are calculated by summing
across the 12, 13, or 14 quarterly estimates of gross savings and subtracting total MAPCP
Demonstration fees paid by CMS over the evaluation period.

NSsar = GSsar — TFsar = thrSGSqtr - zqtrgTthr (1 2)

Net savings were negative if the MAPCP Demonstration payments exceeded gross
savings, or if gross savings themselves were negative (i.e., the demonstration was associated
with increased Medicare Part A and B expenditures). If net savings were non-negative, the
MAPCP Demonstration was considered to be budget-neutral.

Statistical Test of Budget Neutrality

The regression method allows for statistical testing of whether gross savings more than
cover the total MAPCP Demonstration payments. We tested for statistical significance of gross
savings based on whether the lower limit of the confidence interval for total gross savings
exceeded the total amount of MAPCP Demonstration payments. If it did, we concluded that the
gross savings was both large and precise enough to be statistically significant and thus the
demonstration in that state was budget neutral. If it did not, we concluded that the net savings
was not statistically significant and thus the demonstration in that state was not budget neutral.

1.2.8 Cross-State Quantitative Methods

The cross-state quantitative analyses used pooled data for the eight MAPCP
Demonstration states to identify differences in outcomes associated with state initiative features
or practice characteristics. The cross-state quantitative analyses were limited to Medicare
beneficiaries and included data for the baseline period and the first 3 years of the demonstration
in each state. Analyses were conducted for four key outcomes:

* Total expenditures;
* Expenditures for acute-care hospital services;
¢ All-cause admission rates; and

* Rate of emergency room (ER) visits not leading to a hospitalization.

The regression models for individual state analyses described earlier in this section were
adapted for the cross-state analyses. The individual state regression models were modified in the
following ways for all of the cross-state analyses:

* To account for differences in the start dates of the demonstrations, quarter variables
(Qv) were defined relative to the start of a state’s demonstration, rather than based on
calendar quarter. Qw=qq 1 represented the first month of the demonstration in all states.
Because the quarter variables represent different calendar quarters depending on a

1-28



state’s demonstration start date, we also included seasonal variables to control for
seasonal variation in outcomes. The seasonal variable associated with a
demonstration quarter will vary depending on the quarter the state’s demonstration
began.

* State fixed effects were incorporated to account for state differences in outcomes that
do not vary over time and that are common to the demonstration and CGs.

* Because the sizes of the state MAPCP Demonstrations varied considerably,
observations were weighted so that analyses would not be dominated by the larger
state initiatives. Weights for MAPCP Demonstration beneficiaries and CG
beneficiaries were calculated separately so that each state contributed equally to the
demonstration and CGs. Specifically, observations for the demonstration group in a
given state were weighted by the inverse of the ratio of the number of demonstration
group observations in that state to the average number of demonstration group
observations across all states. Similarly, observations for the CG in a given state were
weighted by the inverse of the ratio of the number of CG observations in that state to
the average number of CG observations across all states. These balancing weights
were then multiplied by the analytic weights used in the individual state analyses.

One group of cross-state analyses incorporated state initiative features used in the QCA
(see Section 1.7) in the regression model. Seven state initiative features were examined: four
features of the demonstration payment models and three nonpayment-model features. These
analyses extended the D-in-D model used in the individual state analyses to a difference-in-
difference-in-difference (D-D-D) model to test whether MAPCP Demonstration impacts differed
depending on state initiative features. In addition to incorporating state fixed effects and the
weights described above, the regression model for the individual state analyses was modified to
include a dummy variable representing the presence of an initiative feature in the beneficiary’s
state and the interaction of that dummy variable with all variables except practice-level and
beneficiary-level covariates in the D-in-D model. As an example, this model can be used to test
whether the MAPCP Demonstration effect differed for initiatives where payments to practices
varied based on patient characteristics. Separate regression models were estimated for each of the
seven initiative features. In addition, a regression model was estimated using a dummy variable
indicating whether the state initiative had the combination of features identified in the QCA as
being associated with success for the outcome being examined (see Section 1.7). One set of
regressions was run for the combination of payment model features associated with success, and
a second set was run for the combination of nonpayment-model features associated with success.

A second group of cross-state analyses examined whether outcomes differed by practice
features. One of the practice features, whether the practice was an FQHC, was examined using
the regression model described for the state initiative features; a dummy variable for whether the
beneficiary was attributed to a practice that was an FQHC was used instead of the dummy
variable for a state initiative feature. The remainder of the analyses used information on practice
characteristics derived from the practice transformation survey (see Section 1.5). These analyses
were limited to beneficiaries attributed to MAPCP Demonstration practices responding to the
survey. Because the practice transformation survey was not administered to CG practices, these
analyses were limited to beneficiaries attributed to demonstration practices. For these analyses,
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the D-in-D model used in the individual state analyses was modified, replacing the time-invariant
indicator for whether a beneficiary was assigned to a MAPCP Demonstration practice with an
indicator for whether the practice had adopted particular PCMH capabilities at a high level,
based on responses to practice survey questions in five domains: access, coordination, care
management, patient-centeredness, and quality improvement. For each item in a domain,
practices were considered to have adopted a particular PCMH capability at a high level if they
selected the third (most advanced) answer option associated with a particular PCMH activity in
the MAPCP Demonstration provider survey. A separate set of regressions was estimated for each
domain. In addition, regressions were estimated using an indicator for whether a practice had
adopted a PCMH capability at a high level based on 23 individual items from the practice
transformation survey. These regressions were estimated separately for each item.

1.3 Overview of Evaluation Design, Data, and Methods for the Qualitative Data

To address key evaluation questions and complement the quantitative methods, we used a
variety of qualitative methods and data. First, we used secondary qualitative data, such as state
applications, interim reports, and notes from monthly conference calls with selected state
officials responsible for implementing the initiative. Second, we conducted semistructured,
in-person interviews with a wide range of key informants during state site visits. Finally, we
conducted focus groups with Medicare and Medicaid beneficiaries and their caregivers.

Site visits to MAPCP Demonstration states occurred a total of three times during the
evaluation period: in the fall of 2012, 2013, and 2014. The focus of the Year One interviews was
to understand more thoroughly how each state initiative was being implemented, what was or
was not working well, and any early lessons learned. The interviews focused on two stages of
implementation experience (i.e., before and after CMS joined each state initiative) and how the
entrance of Medicare (and in some cases, Medicaid) changed the states’ initiatives. In Year Two
of the demonstration, interviews focused on changes and implementation experiences that had
occurred since the Year One site visits in 2012. In Year Three, interviews focused on changes
and implementation experiences occurring since the Year Two site visits in 2013. In Year Three,
we also focused on the effect of Medicare’s decision to participate through the end of 2016
(except in Minnesota, North Carolina, and Pennsylvania) on each state’s future plans for its
PCMH initiative.

The goal of the site visit interviews was timely identification of actionable promising
practices for CMS, as well as states and links among aspects of state initiative features, practice
characteristics, and potential outcomes. Interviews in Year One were used to gather and interpret
contextual information on how the multi-payer model operated before and after Medicare’s
entrance, and—in Years Two and Three—since we last interviewed stakeholders and practices.
We also sought to understand the potential impact on implementation, practice transformation,
and outcomes for Medicare and Medicaid beneficiaries and special populations.

The evaluation team developed protocols for the interviews, designed to address the
research questions, which were reviewed by CMS. Specifically, each major research question
was “translated” into a set of topics and questions tailored to specific respondent types and state
initiatives (Kvale, 1996; Kvale & Brinkman, 2006). The evaluation team produced six generic
respondent protocols and then customized them based on state-specific features to ensure that
specific and unique features of state initiatives were captured adequately during the interviews.
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Respondent types included (1) state officials; (2) physicians and administrators of practices or
health care systems participating in the demonstration; (3) individuals representing CHTs and
networks; (4) individuals representing payer organizations, including Medicaid; (5) individuals
representing local chapters of physician and clinical professional associations; and (6) patient
advocates and individuals representing Offices of Aging.

General respondent selection criteria were developed (e.g., to get representatives from
diverse types of payers and practices), and potential respondents were identified within each
respondent category, primarily through review of secondary documents, input from state
program officials, and MAPCP Demonstration tracking documents. We also occasionally used a
“snowball” sampling technique (e.g., asking respondents who else they would recommend that
we speak to about a particular topic). Based on the geographic areas in each state initiative, the
site visit team also targeted different areas of each state, based either on the predefined initiative
areas or across urban and rural areas. The evaluation team chose the final list of interviewees,
which is confidential.

Types of state officials interviewed included program staff responsible for designing or
implementing the multi-payer initiative within a state and Medicaid agency staff knowledgeable
about Medicaid’s participation as a payer in the initiative. Interviews with state officials focused
on how their multi-payer initiative, including payment model and other efforts to support
practice transformation (such as learning collaboratives), was developed and implemented; how
specific performance goals were established; and how the state progressed in implementing the
initiative over the course of the demonstration. Interviews with staff from participating PCMHs,
including staff from CHTs (for those states using CHTs as extensions of the PCMHs), focused
on changes made by practices in their delivery of care and use of health IT and capabilities as a
result of the initiative. We also focused on their perceptions of the impact on quality and
efficiency.

Respondents from participating private payers and patient advocates were selected based
on their involvement in the state initiative. Provider respondents—including practice staff,
representatives from provider organizations and networks/pods, and CHTs (where applicable,
because some states do not have these kinds of teams or networks in their initiative)}—were
selected to maximize diversity (e.g., urban/rural, size, location within the state, payer mix).

Those selected for interviews were sent an initial e-mail request to participate. Those not
responding to the e-mail received a follow-up phone call requesting an interview. The majority
of individuals contacted agreed to be interviewed. When individuals were unable or unwilling to
participate in an interview, we contacted an alternate on our respondent list. The majority of
interviews were scheduled face-to-face during site visits, but some occurred by phone before,
during, and after the site visit. Interview duration ranged from 30 to 90 minutes, depending on
the type of respondent. A total of 719 interviews were conducted during the three rounds of site
visits. Table 1-7 provides a breakdown of the interviews by state and respondent type.
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Table 1-7
Number of interviews by type and state for all three site visits for the evaluation of the

MAPCP Demonstration
Community Office of

State health teams/ Aging Total

agency community Provider staff/patient per

State staff! | Practices = care networks’ Payers = associations advocates’ state
New York 12 26 193 12 8 — 77
Rhode Island 23 37 2 20 14 4 100
Vermont 18 25 274 9 2 3 84
North Carolina 29 27 2453 9 4 3 96
Minnesota 19 35 — 12 6 11 83
Maine 22 25 14 14 5 10 90
Michigan 22 46 — 11 226 3 104
Pennsylvania 15 39 — 16 12 3 85
Total 160 260 86 103 73 37 719

! Included contractors, staff of nonprofit organizations, public-private partnerships, and academic institutions
involved with the state initiative.

2 Michigan, Minnesota, Pennsylvania, and Rhode Island do not include CHTSs or community care networks as part
of their initiatives.

3 In New York, this category included Pod coordinators, health system administrators, and care managers.

4 In Vermont, this category included CHT and SASH staff.

In North Carolina, this category included care managers provided by community care networks.

In Michigan, this category included physician organizations.

7 Office of Aging staff and patient advocates were not interviewed in New York because of site visit scheduling
difficulties.

CHT = community health teams; MAPCP = Multi-Payer Advanced Primary Care Practice; — = not applicable;
SASH = Support and Services at Home.

A team of four to eight site visit staff was deployed to each state to conduct interviews. Site
visit teams were composed of researchers with different types of substantive and methodological
expertise, and they were matched to respondent types (e.g., physician researchers interviewing
physicians; researchers with state policy expertise interviewing state officials). Interviews were
recorded, and note-takers used the audio files to fill in gaps in their typed notes produced during
the interview. In Years One and Two, interview notes then were coded and analyzed.

To manage and analyze the large volume of primary and secondary qualitative data, we
used the qualitative data analysis software NVivo.8 This software is designed especially for
qualitative and mixed-methods research and allows integration of other data sources and
comparisons within and across states over time (Bazeley & Richards, 2000; Richards, 2009;
Sorensen, 2008).

8 http://www.gsrinternational.com
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In Year Three, interviewers and note-takers summarized key interview findings in a
structured Site Visit Summary form during nightly debriefings while on site or immediately after
the site visit. Key information from different team members’ preliminary notes was merged into
a single Site Visit Summary form, reviewed, discussed, and collectively approved by each state
team. Site Visit Summary forms then were used to draft the state chapters, supplemented by a
review of finalized, full-text interview notes from relevant interviewees. The site visit interview
notes were loaded into NVivo, and site visit team members ran text-based queries to gain a better
understanding of areas of agreement or disagreement among team members and to fill in details
absent from the Site Visit Summary form.

In this Final Report, our analysis focuses on how implementation—particularly practice
transformation, relationships with other providers (e.g., specialists and hospitals), and links with
other community organizations—progressed and changed during the demonstration. When
evaluating each state MAPCP Demonstration, we primarily conducted within-state case studies,
although the report includes two cross-state chapters examining major similarities and
differences across demonstration states, initiatives, and aspects of their implementation
experience. Our primary focus was describing implementation progress and key changes within
state initiatives during the demonstration; state initiative features and their evolution over time;
the extent to which implementation and practice transformation occurred as intended;
perspectives of key stakeholders and lessons learned; and perspectives on the potential impact on
Medicare and Medicaid beneficiaries and special populations.

Focus Group Methodology

To learn in depth about beneficiaries’ and their caregivers’ experiences with the MAPCP
Demonstration, we conducted in-person focus groups with Medicare, Medicaid, and dually
eligible beneficiaries and their caregivers.

We recruited participants by mailing letters to Medicare and Medicaid beneficiaries,
inviting them (or their caregiver) to participate. To identify Medicare and dually eligible
beneficiaries, we used the Medicare EDB. To identify Medicaid beneficiaries, selected practices
generated a random sample of Medicaid beneficiaries who had received care at their practice
over the previous 12 months. Beneficiaries (or their caregivers) who received an invitation were
asked to call The Henne Group to be screened for eligibility and placed into a group. Eligibility
criteria were as follows:

*  Were age 18 or older;

*  Were fluent in English;

* Had the MAPCP Demonstration practice as their primary source of care;

* Had received care at this practice for more than 1 year;

* Saw a provider at the practice two or more times in the past year;

* Saw a specialist in the past year;

* Had a chronic condition; and
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* For caregivers, usually or always accompanied the beneficiary to the primary care
practice.

The intention was to conduct 12 groups in each state: one in each of six categories in two
different geographic areas. As shown in Table 1-8, we conducted between nine and 12 focus
groups per state, for a total of 81 focus groups with a total of 490 participants. The characteristics
of participants, by state, are presented in Appendix O. We did not conduct groups for which fewer
than three participants showed up. We conducted the groups between July and November 2014.

Table 1-8
Number of focus groups by state and group type

Special
populations/
Caregivers  caregivers of
of Medicare children Total
Medicare = Medicare Dually and dually with focus
State low-risk' | high-risk> Medicaid = eligible eligible Medicaid | groups

New York 2 2 2 2 2 — 10
Rhode Island 2 2 2 2 2 — 10
Vermont 2 2 2 2 2 Dz 12
North Carolina 2 2 2 2 2 — 10
Minnesota 2 2 1 2 2 — 9
Maine 2 2 2 2 2 — 10
Michigan 1 2 2 2 2 1K 10
Pennsylvania 2 2 2 2 2 — 10
Total 15 16 15 16 16 3 81

! Based on HCC score of less than 1.22.

2 Based on HCC score of 1.22 or higher.

3 Participants in the SASH program.

4 Caregivers of children with Medicaid.

HCC = Hierarchical Condition Category; — = not applicable; SASH = Support and Services at Home.

An experienced focus group moderator moderated all of the groups, following a
discussion guide (Appendices P and Q). Each group discussion was audio-recorded and
transcribed. A more detailed description of the recruitment and implementation process is
provided in Appendix O.

To analyze the data, we developed a coding scheme based on key topics in the discussion
guide. We uploaded all transcripts into NVivo qualitative data analysis software. A team of
analysts jointly coded two transcripts to assess intercoder reliability, refine the coding scheme,
and resolve any differences in interpretation. Once the coding scheme had been finalized, the
analysts coded all transcripts using NVivo and performed content analysis to summarize the
findings.
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1.4  Methods for Evaluating CAHPS PCMH Survey Data

The evaluation of the MAPCP Demonstration examined a wide range of health-related
outcomes, as well as beneficiary experience with care. The MAPCP Demonstration may affect
beneficiaries, their families, and their caregivers by improving accessibility and COC Index in
the PCMHs; by promoting patient self-management and patient/family involvement in decision
making about care choices; and by increasing coordination of care with providers within and
outside of participating practices. Early in the MAPCP Demonstration evaluation period, we
reviewed the MAPCP Demonstration states’ approaches to evaluating beneficiary experience and
found that few states had firm plans to evaluate patient experience. Therefore, we fielded the
CAHPS PCMH survey—tailored to patients in PCMHs—in April and May 2014 among MAPCP
Demonstration Medicare beneficiaries using a standard protocol and sampling framework across
all states. Patient experience was measured by the 12-month version of the CAHPS PCMH
survey. This 52-item instrument was derived from the widely used CAHPS Clinician & Group
CG-CAHPS version, supplemented with additional items especially relevant to patients receiving
care from PCMHs. A copy of the survey instrument is reproduced in Appendix R. Further details
about sampling procedures and statistical analyses may be found in Appendix S.

Composite Scales

Six multi-item composite scales have been created for the CAHPS PCMH survey. These
scales combine related items to form summary scores that are more precise indicators of patient
experience than any single item. The six composites are:

1. Access to care. A five-item measure about getting appointments and answers to
medical questions in a timely manner.

2. Communication with providers. Six items regarding the quality of interactions with
a PCP.

3. Comprehensive-behavioral/whole person orientation. Three yes/no items
concerning discussions about stress, depression, and family problems.

4. Self-management support. Two yes/no questions about goal setting and barriers to
care.

5. Shared decision making. Three items regarding medication use.
6. Office staff. Two items about interactions with medical practice office staff.

Most items were measured using four-point response scales. All composites are scored
from 0 to 100, with higher scores indicating more favorable results. The individual items
comprising each composite are listed in Appendix S.

Comparison Standards

We surveyed only MAPCP Demonstration Medicare beneficiaries, given the challenges
of obtaining up-to-date contact information of Medicare beneficiaries from a CG of primary care
practices in each MAPCP Demonstration state. Two surveys were to be administered to assess
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change in beneficiary experience over time, as primary care practices moved further along the
PCMH transformation continuum. However, Office of Management and Budget Paperwork
Reduction Act approval took longer than anticipated; thus, only one survey was fielded in the
final year of the demonstration. Because the CAHPS PCMH survey was administered at one
point in time to MAPCP Demonstration beneficiaries only, we compared our results with scores
from two large studies to facilitate the interpretation of the MAPCP Demonstration results.

The first comparison standard was the CAHPS Database. Compiled by Westat under a
contract with the Agency for Healthcare Research and Quality (AHRQ), this is a repository for
health care plans interested in developing benchmarks for their programs. The database contains
information from plans that voluntarily chose to share their data. We obtained the summary data
for individual items and composites for the Adult 12-month four-point scale PCMH 2.0 version
for 2012, the most recent data available at the time the survey was fielded and analyzed. A total
of 320 medical practices contributed data to the repository.

The second study was based on analyses conducted in 2011 for the Massachusetts Health
Quality Partners (MHQP) study. This was the source of the original psychometric assessments
for the CAHPS PCMH survey composites. The analysis was based on 1,790 adults from 10 large
practices in the Boston area. The MHQP means were consistently lower than the CAHPS
Database means.

Survey Sample

The target population for the survey was Medicare beneficiaries assigned to the
demonstration practices in eight states. The surveys were powered to detect an 8 percent
difference (63% versus 55%) between a MAPCP Demonstration state’s score and the CAHPS
Database mean for a single global item. This criterion produced a desired sample size of 512
completed surveys per state. After factoring in the anticipated 35 percent response rate, we
randomly sampled 1,463 demonstration beneficiaries from each state. Because Rhode Island had
recently completed its annual CAHPS PCMH survey, we obtained its survey data rather than
administer our own survey to reduce respondent burden. We eliminated respondents younger
than 65 and those who completed surveys by telephone to make the Rhode Island group as
similar as possible to respondents of the RTI mail survey. Final response rates are detailed in
Table 1-9. All response rates exceeded our projected 35 percent response rate; therefore, the
analysis was appropriately powered to detect differences between the MAPCP Demonstration
state’s score and the CAHPS Database.
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Table 1-9
MAPCP Demonstration CAHPS PCMH survey dispositions and response rates, by state

Survey New Rhode North
disposition York @ Island* Vermont Carolina Minnesota Maine Michigan Pennsylvania
Number of 630 544 627 634 602 643 599 584
completed
surveys
Response rate 44.6% @ 46.1% 44.3% 45.3% 43.3% 46.2% 42.6% 41.6%
(% of eligible)

* Rhode Island data were limited to beneficiaries aged 65 years and older and were collected using a different
survey methodology.

CAHPS = Consumer Assessment of Healthcare Providers and Systems; MAPCP = Multi-Payer Advanced Primary
Care Practice; PCMH = patient-centered medical home.

Composite Scores

For each state, we computed the mean score and standard error for each CAHPS PCMH
survey composite.

1.5 Methods for Evaluating Practice Transformation Survey Data

Given the different PCMH practice recognition tools and additional state-specific
requirements in the demonstration states (described in Section 3.3), we developed and fielded a
survey to provide a common metric to measure PCMH activities across the eight demonstration
states. We fielded this Web-based survey in early 2015—3 or more years into each state’s
demonstration. We split our survey into two parts to minimize respondent burden. A practice
manager survey (Appendix T) asked about basic practice characteristics, such as practice type
and whether the practice had a care manager, and a separate provider survey (Appendix U) asked
more complex questions about the degree of a practice’s performance of various aspects of the
PCMH model, such as whether practices provided 24-hour-a-day, 7-day-a-week access to urgent
care, and whether practices followed up with patients after they were seen in the hospital, along
with a few provider characteristics questions, such as how long responding providers had been
with their practice.

We surveyed all active demonstration practices; of these 975 practices, 68 percent
completed our practice manager survey and 54 percent completed our provider survey. (State-by-
state response rates appear in Appendix V.) An analysis of the characteristics of responding
practices versus nonresponding practices is included in Appendix V; generally speaking,
respondents and nonrespondents were similar, although the practices that did not respond to our
survey were more likely to be large (with an average number of providers of 87.7, as opposed to
48.5), and they were 6.4 percentage points less likely to have participated in their state’s PCMH
initiative prior to Medicare joining the effort; some of the characteristics of the counties they
operated in also varied.

In statistical analyses of practice transformation survey data, we adjusted standard errors
to correct for clustering at the practice level, because multiple providers from the same practice
provided survey responses in some cases. This adjustment ensured that we did not understate
standard errors in our statistical testing.
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We present several sets of analyses of our practice transformation survey data in this
report:

Descriptive statistics. We compare average overall PCMH performance, as well as
performance within specific PCMH domains and for specific PCMH activities in each of the
eight states in Section 3.3.4. This section also identifies those domains and activities that tended
to be “low-hanging fruit”—activities that practices could often perform at a high level—in
contrast to more advanced capabilities that were somewhat more challenging for practices to
engage in at the time of our survey.

We identify and discuss above-average and below-average PCMH provider survey
performance in each of our state chapters (Chapters 4 through 11). In these chapters, we also
contextualize these findings by noting which PCMH capabilities particular states emphasized,
the experiences of the practice staff we interviewed as they attempted to engage in these
activities, and the degree to which the Medicare and Medicaid beneficiaries in focus groups and
the Medicare beneficiaries we surveyed reported experiencing these practice activities.

Pooled multistate analysis of characteristics of high performers. We identify which
types of practices and providers were most likely to be high-level PCMH performers in
Section 2.2. For this analysis, we pooled survey data across the eight states, merged practice
manager survey and provider survey data, and estimated regression-adjusted means identifying
which practice and provider characteristics were associated with higher levels of PCMH
performance. To derive these regression-adjusted averages, we first estimated an ordinary least
squares (OLS) regression model, where the Overall Practice Transformation Index was the
dependent variable and a series of provider and practice characteristics were the independent
variables. We estimated the models using state fixed effects to capture the influence of any
otherwise unobservable time-invariant, state-specific factors associated with our outcome of
interest. To estimate state fixed effects, we included a binary variable indicating whether a
respondent was from a particular state or not.

The Overall Practice Transformation Index is a summary statistic that identified the
percentage of PCMH activities in our provider survey that a respondent reported its practice
engaged in at a high or advanced level. The independent variables included the usual number of
patients seen by a provider per week; the usual number of hours worked per week; the number of
years the provider worked for a practice; the practice type (e.g., solo physician practice, single-
specialty practice, multispecialty practice, community health center, hospital practice, faculty
practice); practice affiliations (e.g., with an integrated delivery system, an ACO, an independent
provider association, or a physician-hospital organization); whether its compensation includes
any kind of financial incentives; whether a practice employs any nurse practitioners or physician
assistants; whether the practice employs any care managers; whether the practice has any social
workers, health educators, nutritionists, pharmacists, or counselors in the practice; and how long
a practice has had an electronic health record (EHR).

Pooled multistate analysis of PCMH activities associated with low spending and
utilization. Finally, results of regression analyses identifying which PCMH activities and
practice or provider characteristics are associated with favorable performance on various cost,
utilization, and quality measures are presented in Section 2.4.3. Such analyses are aimed at
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identifying which PCMH activities make a difference and are important to retain in subsequent
iterations of the PCMH care delivery model, and which activities have no effect. (See
Section 1.2.5 for further details on the methods used for these analyses.)

1.6 Methods for Traditional Comparative Case Study

We conducted a traditional comparative case study to try to understand why some
MAPCP Demonstration states were more successful than others (Section 2.1).° For the purposes
of this analysis, we considered successful states to be those that generated net savings for the
Medicare program (calculated using the methodology described in Section 1.2.7). Our
comparative case study identifies state-level demonstration design elements, experiences, and
contextual factors, as well as practice-level implementation experiences, that were present in
states that generated net savings and absent in states that failed to generate net savings. Other
sections of this report offer additional insights into why some states achieved better performance
than others, including a section that uses a newer method for conducting comparative case
studies, called Qualitative Comparative Analysis (QCA)—to identify different combinations of
features present or absent in states with favorable performance on utilization and expenditure
measures (see Section 1.7).

We selected net savings to the Medicare program as our main outcome of interest for the
comparative case study because it is an important measure to CMS and the public. To assess
whether net savings was a reasonable proxy for overall success in the MAPCP Demonstration,
we compared the eight MAPCP Demonstration states’ performance on net savings to their
performance on other key outcome measures presented in this report (see Table W-1 in
Appendix W to this report). We found that the states that generated net savings were also the
states that tended to perform favorably on various Medicare claims-based measures of quality,
health care utilization, and expenditures. The states that did not generate net savings for
Medicare tended to perform favorably on fewer of these claims-based measures and were more
likely to perform unfavorably relative to comparison practices.

After determining that states’ performance on our net savings outcome measure was
consistent with their performance on many other key outcome measures in this report, and
therefore a reasonable way to define “success” in our traditional comparative case study, we
identified factors that we thought might positively influence a state’s ability to generate net
savings. We reviewed the eight state chapters presented later in this report to identify factors that
might plausibly influence at least one state’s ability to generate net savings. Factors clustered
into two groups: factors associated with state-level demonstration design elements, experiences,
and contextual factors (because states were allowed to design nearly all aspects of their
demonstrations, including the amount and structure of payments, the PCMH practice recognition
requirements for practices, the technical assistance offered to practices, and so forth); and factors
associated with practice-level activities and experiences (because practices varied on several
dimensions, such as whether technical assistance generally was viewed positively in a state and
the qualifications of care coordinators).

9 For more information on this method, see Miles, M. B., & Huberman, A. M. (1994). Qualitative Data Analysis:
An Expanded Sourcebook, 2" Ed. Thousand Oaks, CA: SAGE Publications.
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After identifying these state- and practice-level factors, we proceeded to review all eight
state chapters systematically to identify whether each factor was present or absent in each state.
In the state chapters that we reviewed, the presence or absence of factors was usually determined
based on state teams’ reviews of secondary documents, such as state progress reports, or
semistructured interviews they conducted during the MAPCP Demonstration national evaluation
team’s three annual site visits. As part of the practice-level activities and experiences category of
factors, we also included findings from the evaluation team’s MAPCP Demonstration survey of
participating providers, fielded shortly after the third year of the demonstration, which identified
whether providers were performing specific activities associated with the PCMH model of care
at a high level. !0 After populating a matrix identifying the presence or absence of these state- and
practice-level features, we circulated this matrix to state teams for review and corrections, based
on their extensive knowledge of their assigned states.

The matrix summarizing our findings (7able 2-1) appears in Chapter 2, along with a
description and discussion of the patterns we observed in the state- and practice-level factors that
tended to be present in states that generated net savings and absent in states that failed to
generate net savings.

1.7  Methods for Qualitative Comparative Analysis

QCA offers a systematic way of exploring differences in demonstration features among
states and PCMH features among practices and how these differences may be related to specific
outcomes using a distinctive type of analysis. In the context of the MAPCP Demonstration
evaluation, QCA can be used to identify necessary or sufficient demonstration features or
combinations of features found among states exhibiting favorable expenditure or utilization
outcome. A necessary feature (or combination) is one that always is found among states
exhibiting a specified outcome. A feature (or a combination) is considered sufficient if the
specified outcome always is exhibited when the feature (or combination) is present. In other
words, necessary features are always present among states or practices with the outcome, but
their presence does not guarantee the outcome; sufficient features guarantee the outcome when
they are present, but their absence does not preclude the outcome from occurring, as it may result
from the presence of other sufficient features. Additional details regarding QCA’s underlying
assumptions, analytic steps, and the types of findings it produces are provided in Appendix X.

We conducted several analyses using QCA, using the eight MAPCP Demonstration states
as the unit of analysis in accordance with standards of good practice for conducting QCA.!! We
related the QCA findings to the findings in the traditional comparative case study, and we used
findings produced by the QCA to specify models used in the cross-state quantitative analysis as
described in Section 2.4. We note that findings produced through QCA are complementary to
findings from traditional qualitative comparative case study and quantitative analyses and answer
different kinds of evaluation questions; thus, findings from QCA should be interpreted in the

10 To assess the degree to which practices were engaging in 23 activities associated with the PCMH model of care,
we fielded a MAPCP Demonstration provider survey in early 2015, after all eight states were at least 3 years into
their demonstrations. We created a composite variable that identified the percentage of these activities that
providers reported engaging in at a high level (i.e., by selecting the most advanced answer option for a question).

I See Schneider, C. Q., & Wagemann, C. (2012). Set-theoretic methods for the social sciences: A guide to
qualitative comparative analysis. Cambridge, MA: Cambridge University Press.
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context of other qualitative and quantitative findings within the overall evaluation. Specifically,
the comparative case study described in Section 1.6 focuses on a diverse range of variables that
varied across states to identify which were present or absent in states that achieved favorable
performance on a broad outcome measure (i.e., whether states were able to generate net savings
for the Medicare program). In contrast, the QCA focuses on fewer state-level demonstration
features, uses a specific analytic technique designed for the evaluation of combinations, and
evaluates the relationship between features and a larger number of outcomes.

We conducted two separate state-level QCAs, as it was not possible to study all proposed
features in one QCA model because of the limited number of states participating in the
demonstration. The following two research questions guided our approach:

*  What combinations of state-level demonstration payment model features are found
among states with favorable expenditure or utilization outcomes? (State-level
analysis 1)
* What combinations of state-level nonpayment-model demonstration features are
found among states with favorable expenditure or utilization outcomes? (State-level
analysis 2)
We used the same expenditure and utilization outcomes for both analyses; these are
described below. We selected demonstration features for both QCA models based on the
MAPCP Demonstration conceptual model (Figure 1-1) and the availability of consistent data

about the feature across all states. In addition, we selected features that would maximize
variation across states and that may be actionable from a programmatic or policy perspective.

Outcome definition. For both analyses, we used outcomes related to coordination of
care, health outcomes, expenditures, and health care utilization. Specifically, we used the
following nine outcomes:

* Total Medicare expenditures

* Acute-care expenditures

* Outpatient expenditures

* Post-acute-care expenditures

* Specialty-care expenditures

* All-cause admissions

* 30-day unplanned readmissions

*  Chronic PQI admissions

* ER visits not leading to a hospitalization
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We used the state-specific impact findings for the first 12, 13, or 14 quarters of each
state’s demonstration reported for beneficiaries in MAPCP Demonstration practices relative to
two CGs: beneficiaries in non-PCMH practices and beneficiaries in PCMH practices not
participating in the demonstration. We conducted a separate QCA for each outcome and for each
CG. Further details related to the outcome definition used for the QCA are provided in
Appendix X.

Payment-model demonstration features (state-level analysis 1). Our first state-level
QCA examined which payment-model demonstration features were present in states with
favorable outcomes. We categorized states as either including or not including the features
described below:

Non-practice supporting entities receive demonstration payments. These states had a
demonstration payment model that included payments to nonpractice entities (e.g.,
CHTs) providing support to practices in the demonstration.

Performance incentives included in demonstration payment model. These states had a
demonstration payment model that included financial incentives (e.g., performance-
based bonus payments, shared savings payments) to practices for improved
performance on cost or quality.

Recognition as a more advanced PCMH earns practices higher demonstration
payments. These states had a demonstration payment model that paid higher amounts
to practices at higher levels of PCMH recognition (e.g., higher payments for NCQA
Level 2 or 3, as opposed to Level 1).

Characteristics of patient determine payment amounts. These states had a
demonstration payment model that paid higher amounts to practices based on the
characteristics of their patients (e.g., higher payments for older patients or patients
with more chronic conditions).

Appendix X includes additional detail regarding these features.

Nonpayment-model demonstration features (State-level analysis 2). Our second
analysis examined which nonpayment-model demonstration features were present in states with
favorable outcomes. We categorized states as either including or not including the features
described below:

High accountability for practices to achieve PCMH requirements. In these states,
there was an independent review/audit of participating practices to verify that PCMH
requirements were being met.

Requirement for obtaining advanced PCMH recognition. In these states, practices

were required to achieve a minimum of Level 3 NCQA (or equivalent) PCMH
recognition at some point during the demonstration.

1-42



* Practices supported by community-based care management teams. These states
provided practices with access to a team of community-based health care
professionals providing a range of care management and coordination services.

Appendix X includes additional detail regarding these features.
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CHAPTER 2
CROSS-STATE EVALUATION

This chapter presents four sets of cross-state findings. First, we use a traditional
comparative case study approach to identify state- and practice-level factors that tended to be
present in demonstration states that succeeded in generating net savings for the Medicare
program and tended to be absent in states that did not generate savings (Section 2.1). Next, we
identify the practice- and provider-level characteristics of providers that tended to report
engaging in a large percentage of patient-centered medical home (PCMH) activities at a high
level, according to our provider survey (Section 2.2). We then use a relatively new technique
called qualitative comparative analysis (QCA) to examine whether consistent combinations of
state-level characteristics were present in states in which demonstration practices generated
especially low Medicare spending (Section 2.3). We close the chapter with a series of
quantitative analyses identifying state- and practice-level characteristics associated with
favorable performance on expenditures and utilization measures (Section 2.4).

2.1 Traditional Comparative Case Study Analysis

In this section, we present findings from a traditional comparative case study aimed at
explaining different states’ performance in the MAPCP Demonstration by identifying factors that
were present in successful states and absent in less successful states.

As noted in Chapter 1, for the purpose of this analysis we chose to define “successful”
states as those that generated net savings for the Medicare program, relative to our two
comparison groups (CGs): PCMH and non-PCMH practices.! In the section that follows, we
report savings relative to non-PCMH practices, because savings relative to this CG are available
for all eight demonstration states. (In contrast, savings relative to PCMH comparison practices
are available only for seven states, because Minnesota had no PCMH CG.) States that generated
net savings were:

*  Vermont (which generated $3.37 for every $1.00 in demonstration fees paid);

* Michigan (which generated $2.16 in savings for every $1.00 in demonstration fees
paid);

* Pennsylvania (which generated $2.02 for every $1.00 in demonstration fees paid);
and

* New York (which generated $1.41 for every $1.00 in demonstration fees paid).

I In states that generated net savings, demonstration practices’ attributed patients generated lower total Medicare
expenditures than comparison practices, even after netting out the demonstration payments that were paid to
demonstration practices.
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Meanwhile, four states did not generate net savings:
* North Carolina (which lost $2.26 for every $1.00 in demonstration fees paid);
* Rhode Island (which lost $4.74 for every $1.00 in demonstration fees paid);
* Maine (which lost $5.81 for every $1.00 in demonstration fees paid); and

* Minnesota (which lost $35.19 for every $1.00 in demonstration fees paid).2
See Table 3-19 later in this report for further details on how these amounts were calculated.

As noted in Chapter 1, we drew on the findings in the state chapters that appear later in
this report to construct a matrix (Table 2-1, below) that identifies state- and practice-level factors
present or absent in each of the eight Multi-Payer Advanced Primary Care Practice (MAPCP)
Demonstration states. Factors are identified in table rows, and states are identified in columns.
Moving from left to right, states are arrayed from best to worst performance on our net savings
outcome measure. The four states that generated net savings for Medicare are clustered to the
left, and the four states that failed to generate net savings are clustered to the right. We used a
solid black circle (®) to indicate that a factor was present in a state. We left table cells blank if a
factor was absent in a state. And we used a hollow white circle (0) to indicate when a factor was
partially present; for example, for the “Practices had to be recognized PCMHs when they entered
the demonstration (no grace period to obtain PCMH recognition)” row, the hollow white circle
(o) in the Maine column indicates that a first cohort of practices that joined the demonstration
were given a 6-month grace period to achieve National Committee for Quality Assurance
(NCQA) PCMH recognition, whereas practices in a second cohort were required to have PCMH
recognition upon entry into the demonstration.

In the remainder of this section, we describe and discuss findings from Table 2-1,
focusing on factors present in at least three of the four states that generated net savings and
absent from at least three of the four states that failed to generate net savings. Based on our
findings, these factors are suggestive of a state’s ability to generate net savings.

2 We note that Minnesota’s large negative return on investment (ROI) is in part a function of how this metric is
calculated—with total demonstration fees paid in Minnesota as its denominator. Had more practices opted to
submit claims for demonstration payments in Minnesota, the denominator for this ROI metric would have been a
much larger dollar amount, thus yielding a smaller negative ROI.
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Table 2-1
Comparative case study matrix identifying factors present (or absent) in MAPCP
Demonstration states that succeeded (or failed) in generating net savings for Medicare

Net savings for Medicare?
Yes No

VI MI PA NY NC RI ME MN
State demonstration design, experiences, and context
PCMH initiative with payments to practices existed pre-
Medicare
No new entrants allowed into the demonstration after the
start date
Practices had to be recognized PCMHs when they entered
the demonstration (no grace period to obtain PCMH ° ° ° o °
recognition)
State required practices to offer round-the-clock access to
care
Practices only required to recertify as PCMHs every 3
years (as opposed to more frequently, such as every 12—18 ° ° ° ° °
months)

Large number of participating practices (>100 practices) ° ° °

Other organizations received monthly demo payments to
support or supplement practices’ activities (e.g., POs in ° ° ° ° °
Michigan, CHTs in Vermont)

Care coordinator-focused technical assistance was

. [ ] [ ] (¢] [ J [ ] (¢]
provided
Strong state leadership throughout the demonstration ° ° ° ° ° ° °
Broad stakeholder and physician support for

. (] (] (¢] [ J (¢] [ J [ ] [ J

demonstration
Payclar.s participated voluntarily (were not required to o o o o o o
participate)
Payers’ demonstration payment models incentivized o o o o o o
consistent activities within a state
Complementary payment and delivery system reforms o o o o o o o o
underway
Payers’ demonstration payment models included o o o o
opportunities for practices to earn performance bonuses
Practices’ activities and experiences
Demonstration participants received the payments they o o . .
expected to receive
Most practices met NCQA’s PCMH recognition standards
(as opposed to some other entity’s PCMH recognition ° ° ° ° ° °
standards)
PCMH technical assistance was viewed positively by

. [ ] e] (¢] [ J [ ] (¢] [ ] [ J
practices
Care coordinators tended to be employed by practices o o o . o
(as opposed to a health system or outside entity)

(continued)
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Table 2-1 (continued)
Comparative case study matrix identifying factors present (or absent) in MAPCP
Demonstration states that succeeded (or failed) in generating net savings for Medicare

Net savings for Medicare?
Yes No
VI MI PA NY NC RI ME MN
Practices’ activities and experiences (continued)
Care coordinators focused on high-risk patients (] (] ° ° (] o (] °
Care coordinators tended to be nurses

(as opposed to individuals with less clinical training) * ¢ ¢ * ¢ °
Practices regularly received discharge data or alerts from
. . o o o o o
hospitals
NOTES:

States with the best-to-worst performance on our net savings outcome measure are arrayed in columns from left to

right.

! See Section 3.3.4 for information on the MAPCP Demonstration provider survey and the Overall Practice
Transformation Index.

e = yes, factor is present in state; O = factor is partially present in state; empty cell = no, factor is not present in that
state.

CHT = community health team; EHR = electronic health record; MAPCP = Multi-Payer Advanced Primary Care
Practice; PCMH = patient-centered medical home; PO — physician organization.

State-level factors. Two of our findings about state-level features relate to how long
practices operated at a PCMH. First, we found that most states with net savings did not allow
new entrants into the demonstration after the start date, whereas a majority of the states that
failed to generate net savings did not have this requirement. If practices become more effective
the more time they spend operating as a PCMH (i.e., by allowing them time to refine new
workflows and care coordinator duties to best fit their practice needs), then it is possible that
allowing new, less-experienced PCMHs practices to join throughout the demonstration period
may have brought down overall average impacts in states that did not generate net savings.

We also found that all states that generated net savings required practices to be certified
PCMHs when they entered the demonstration, whereas most of the states that failed to generate
net savings allowed practices a grace period of 6, 12, or 18 months to meet this requirement.
Because the practices in three of our four successful states were already operational PCMHs at
the beginning of these states’ demonstrations, they may have had a head start on developing
approaches that could generate cost savings over the course of the demonstration. On the other
hand, practices in states that allowed a grace period for formal PCMH recognition may have
spent early months of the demonstration focused on achieving certification and developing new
care processes, rather than delivering care using refined approaches from Day One.

Our other two findings about state-level features relate to demonstration payments.
Specifically, we found that in most of the states that generated net savings, all demonstration
payers incentivized a consistent set of practice activities, whereas in most of the states that did
not generate net savings, payers incentivized different sets of activities or types of priority
patients. This finding suggests that expecting practices to respond to multiple competing
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incentives may be counterproductive and require practices to spread themselves too thinly across
multiple objectives.

We also found that in most of the states that generated net savings, payers’ demonstration
payment models included opportunities for practices to earn performance bonuses. This was not
the case in a majority of the states that did not generate net savings. (Bonuses were included
within states’ demonstration payment models, which could not exceed $10 per Medicare
beneficiary per month.)

There were several factors that had no link to a state’s ability to achieve net savings. For
example, requiring more frequent PCMH recertification had no association with a state’s ability
to generate net savings. This finding is consistent with interviews, which revealed that practice
staff often felt that too-frequent recertification did not lead to improved care quality and instead
forced them to reallocate time that could have otherwise been spent delivering care or refining
care processes to generating documentation to prove compliance with PCMH requirements.

We also note that paying other organizations to support practices (e.g., through ongoing
data analytics or staff training) or to supplement practices’ care delivery activities (e.g., by
offering additional care management or counseling to patients) was not associated with greater
net savings. This finding could mean that these activities do not have a meaningful impact on
patient care—or it could mean that these activities were provided at an insufficient dosage or
intensity and may need to be enhanced in future efforts. It is also possible that these activities
were targeted at too small a subset of patients to have a meaningful impact on overall Medicare
spending among demonstration practices. A caveat to note is that in addition to the organizations
that supported or supplemented practices’ activities in five states, demonstration practices were
offered technical assistance (e.g., through educational trainings and data reports) in all eight
states—so no practice was truly unsupported in this demonstration.

States that required practices to offer round-the-clock access to care did not have a higher
likelihood of generating net savings. We note, however, that practices in states that did not
require this may still have been offering it voluntarily as part of their adoption of the PCMH
model of care; in fact, our provider survey found that in two of the five states that did not require
round-the-clock access to care, an above-average percentage of providers still reported offering
this PCMH feature (reported in Table 3-8, in the next chapter).

Practice-level factors. We found that in most of the states that achieved net savings,
demonstration participants tended to receive the payments they expected to receive. In a majority
of the states that did not generate net savings, this was not always the case. In Minnesota, where
the state required practices to submit claims to receive care management payments, billing was
so difficult that many practices reported it was not worth the effort?; in North Carolina, a change

3 Some Minnesota payers required practices to generate and submit monthly claims for each eligible patient, rather
than paying practices a monthly lump sum to cover the demonstration fees for all of a practice’s attributed
patients. This approach was burdensome enough that many practices chose to forego demonstration payments
entirely. In interviews, Minnesota providers often told us that their billing systems were not set up to generate a
claim without a face-to-face visit, and the cost to modify their billing systems exceeded their expected revenue
from these demonstration payments, especially since not all payers were even requiring the submission of claims
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in state vendors resulted in months-long delays in Medicaid demonstration payments; and in
Maine, Medicaid changed its payment model for community care teams (CCTs)—
demonstration-funded organizations supplementing practices’ activities—midway, switching
from making payments for all of a practices’ patients to funding services for only the 5 percent
that were highest-risk. In these states, not receiving the payments they expected seemed to make
it more difficult for participants to plan, invest in, and implement activities designed to maintain
or strengthen their adoption of the PCMH model. This was despite the fact that providers
interviewed in all eight states usually reported that demonstration payments were not generous
enough to cover the full cost of changes they had made (e.g., hiring new staf¥).

Other practice-level factors did not explain why some states generated net savings while
others did not. For example, our matrix found no clear relationship between net savings and
having practices employ care coordinators directly or having third parties like larger health
systems embed care coordinators in practices—neither of these approaches was superior to the
other.

We also found that a majority of both successful and unsuccessful states mainly used
NCQA’s PCMH recognition standards, which are widely used in the United States and often
considered the standard for PCMH recognition—preventing us from associating the use of
NCQA with a state’s ability to generate savings or not. However, in one of the top-performing
states in the demonstration, Michigan, most practices were recognized as a PCMH under Blue
Cross Blue Shield (BCBS) of Michigan’s standards—suggesting that sponsors of PCMH
initiatives need not rely on NCQA’s standards.*

Limitations. We note that our comparative case study is not exhaustive, and other
unobserved or unidentified factors may also influence a state’s ability to generate net savings. In
addition, several factors included in our analysis are based on findings from interviews
conducted with purposive samples of a small subset of participating practices and other
individuals in each state; our interviews are not necessarily representative of the experiences and
views of the full universe of individuals involved in each state demonstration, although we did
identify sufficiently consistent views on some topics to allow us to develop the set of factors
included in our matrix. Finally, our analysis was limited to the eight states participating in the
MAPCP Demonstration. It is possible that a larger number of participating states may have
uncovered different findings.

Discussion. In our comparative case study, we sought to identify links between state- and
practice-level factors observed in this evaluation and a state’s ability to generate net savings for
the Medicare program.

We observed that states that were successful in achieving savings tended to be those
where participating practices had been operating as certified PCMHs (either recognized under

to receive payments. Some payers were offering providers accountable care organization (ACO) shared savings—
style contracts, which rewarded providers for reducing their total spending and thus gave them a disincentive to
collect additional monthly care management fees from these payers.

MAPCP Demonstration practices technically had the option of qualifying as a PCMH using practice recognition
standards developed by NCQA or by BCBS of Michigan, which is the insurer with the largest market share in
that state. All of the practices opted for Blue Cross’s standards, although a few also had NCQA certification.
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NCQA'’s standards or some other entity’s standards) for longer periods of time. This observation
was supported by the fact that successful states tended to require practices to obtain PCMH
recognition as a condition of entry into the demonstration (rather than give practices 6, 12, or

18 months to meet these standards), and not allow late entrants into the demonstration after the
start date. By the end of the third year of the MAPCP Demonstration, practices in states with
these requirements may, on average, have been more experienced PCMHs than practices in
states without these requirements.

We also found that states that generated net savings for Medicare tended to incentivize
consistent practice activities across payers (even if their payment amounts varied slightly)—
suggesting that incentives matter, and can be strengthened when payers band together and
coordinate their payment models. We also found that offering bonuses tied to performance on
quality measures was associated with a state’s ability to generate net savings—suggesting that
care that meets pre-set quality standards may be less costly to provide. Finally, in states with net
savings, practices tended to receive demonstration payments as they expected, compared with
states that did not generate net savings, where more problems were experienced. This suggests
that when payments were more predictable (even if they were mostly viewed as inadequate),
practices seemed to be able to implement the PCMH model more effectively.

Requiring upfront PCMH recognition, not allowing late entrants, incentivizing consistent
activities across payers’ payment models, including opportunities for performance bonuses, and
providing predictable payments appear to all be important factors contributing to PCMH
initiatives’ abilities to generate net savings. Sponsors and payers participating in future PCMH
efforts may want to consider our findings when designing initiatives. However, given how few
demonstration design features were associated with a state’s ability to generate net savings, our
study suggests a need for further experimentation to identify the optimal design of a PCMH
intervention.

2.2 Practice Transformation Survey Analysis

To attempt to identify the degree to which MAPCP Demonstration practices had adopted
the PCMH model of care, we surveyed participating providers in early 2015, after all states had
had at least 3 years of experience in the demonstration. In this section, we present results of an
analysis that isolates the effects of different practice and provider characteristics on
demonstration providers’ PCMH performance. This analysis uses a data set that pools all eight
states’ practices’ responses to our provider survey, which asked about the degree to which
respondents engaged in 23 different PCMH activities, and our practice manager survey, which
asked about basic practice characteristics. Later, in Section 3.4.4, we present the main results of
these MAPCP Demonstration practice transformation surveys, identifying average overall
PCMH performance, as well as performance within specific PCMH domains and for specific
PCMH activities in each demonstration state. In Chapters 4 through 11, we identify and discuss
above-average and below-average performance for specific PCMH activities in each state and
contextualize these findings by drawing on additional data sources, such as site visit interviews.

Our broadest measure of PCMH performance is the Overall Practice Transformation
Index, which refers to the percentage of the 23 PCMH activities asked about in the provider
survey that respondents reported having implemented at a high level (i.e., by selecting the most
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advanced answer option for a question). For context, we note that the average provider survey
respondent reported a high level of performance on 77.2 percent of the 23 PCMH activities in the
survey.

Our analysis involved estimating regression-adjusted average Overall Practice
Transformation Index scores for selected practice and provider characteristics.” The results of
this analysis are seen in Table 2-2, which shows the incremental effect on Overall Practice
Transformation Index scores of having a particular characteristic while holding all other
characteristics constant, compared with not having a particular characteristic. For example, when
looking at the “hours worked per week by provider” characteristic variable, we see that working
“>40 hours” was associated with a regression-adjusted average Overall Practice Transformation
Index score of 79.0 percent, which is 2.8 percentage points higher than the 76.2 percent score
estimated for providers who worked “<40 hours” (our reference category for this variable).©

5 These regression-adjusted averages are derived from a model of the Overall Practice Transformation Index that
includes as explanatory variables all of the variables identified in this table: patients seen per week; usual number
of hours worked per week; years with current practice; practice type; practice affiliations; whether a provider’s
compensation includes any kind of financial incentives; whether a practice has a nurse practitioner or physician
assistant; whether the practice has a care manager; whether the practice has a social worker, health educator,
nutritionist, pharmacist, or counselor in the practice; how long a practice has had an EHR. State-specific fixed
effects were also included (not shown in table). Standard errors are adjusted to correct for clustering at the
practice level because multiple physicians from the same practice provided survey responses in some cases. To
estimate these regression-adjusted averages, we first estimated an ordinary least squares (OLS) regression model,
where the Overall Practice Transformation Index is the dependent variable, and the variables listed earlier in this
note are the independent variables. We then estimated the average of the predicted values from this model,
assuming that every observation in the data, in turn, takes on the characteristic of a given answer option for each
of the practice characteristics listed above. For example, for the dependent variable “number of years provider
has been with current practice,” which may have four distinct values (less than 1 year, 1-5 years, 5-10 years,
equal to or more than 10 years), we obtain an average for this variable that is “adjusted” under the assumption
that all providers have only been with the practice for less than 1 year.

6 We note that the results in Table 2-2 do not identify the actual average Overall Practice Transformation Index
scores observed for providers who work 40 hours or more, because we held all other provider characteristics
constant when calculating the estimates that appear in this table. We also note that numbers in Table 2-2 should
be compared only with other numbers within the same provider characteristic row and should not be compared
with the unadjusted average shown at the top of this table. The unadjusted average is provided only for general
context.
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Table 2-2

Estimated Overall Practice Transformation Index! for different practice and

provider characteristics?

Variable

Total number of patients provider sees per week
Lowest quartile (reference category; n = 208)
Second quartile (n = 177)

Third quartile (n = 186)
Highest quartile (n = 151)

Hours worked per week by provider
<40 hours (reference category; n = 459)
>40 hours (n = 263)

Number of years provider has been with current practice
<1 year (reference category; n = 54)

1-5 years (n = 162)
5-10 years (n=119)
>10 years (n = 387)

Practice type®

Solo physician (n = 65)
Single-specialty (n = 299)
Multispecialty (n = 180)
Community health center (n = 140)
Hospital (n =267)

Faculty practice (n = 114)

Practice affiliation*

Integrated delivery system (n = 276)
ACO (n=368)

Independent provider association (n = 47)
Physician-hospital organization (n = 194)

Provider’s compensation
...1s salary-based only, with no incentives (reference category; n = 194)
...includes incentives (n = 528)

NP or PA in the practice
No (reference category; n = 265)

Yes (n=457)

Care manager in the practice
No (reference category; n = 257)

Yes (n=465)

Social worker, health educator, nutritionist, pharmacist, or counselor in

practice
No (reference category; n = 398)
Yes (n = 324)

2-9

Regression-adjusted average

73.7%

77.2%*
79.2%*
79.7%*

76.2%
79.0%*

74.8%
76.3%
76.4%
78.2%*

81.0%*
77.3%
80.0%*
77.8%
76.1%
76.8%

76.9%
76.6%
76.7%
79.1%

74.8%
78.1%*

78.7%
76.4%

77.3%
77.2%

77.5%
77.0%
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Table 2-2 (continued)
Estimated Overall Practice Transformation Index! for different practice and
provider characteristics?

Variable Regression-adjusted average
Practice has an EHR
Practice has had an EHR for <3 years (reference category; n = 114) 74.4%
Practice has had an EHR for >3 years (n = 608) 77.8%
NOTES:

1

Overall Practice Transformation Index refers to the percentage of PCMH activities, out of the 23 PCMH activities
asked about in the provider survey, that respondents reported having implemented at a high level (i.e., by selecting
the third and most advanced answer option for a question).

722 providers gave responses to the provider survey that could be linked based on practice ID to responses on the
MAPCP Demonstration practice manager survey to create the data set used for this analysis.

The survey question that asked respondents to report their practice type allowed respondents to check all answer
options that applied (e.g., if they were both a multispecialty practice and a community health center). Therefore,
we calculated separate regression-adjusted means for each answer option.

The survey question that asked respondents to report their practice affiliations allowed respondents to check all

answer options that applied (e.g., if they were affiliated with both an integrated delivery system and an ACO).
Therefore, we calculated separate regression-adjusted means for each answer option.

* Indicates statistical significance with respect to reference category at the p <0.10.

ACO = accountable care organization; EHR = electronic health record; ID = identification; MAPCP = Multi-Payer
Advanced Primary Care Practice; NP = nurse practitioner; PA = physician’s assistant, PCMH = patient-centered
medical home.

Several practice or provider characteristics were associated with significantly higher

average Overall Practice Transformation Index scores:

* Seeing more patients per week. Providers in the highest quintile of weekly patient
visits had an average index that was 6 percentage points higher than providers in the
lowest quintile of weekly patient visits.

*  Working more hours per week. Providers who worked 40 or more hours per week had
a regression-adjusted average index that was 2.8 percentage points higher than
providers who worked fewer hours.

*  Having worked at the practice for more years. Providers who had been in their
practice for 10 or more years had an average index that was 3.4 percentage points
higher than providers who had been in their practice for less than 1 year.

* Being a solo physician. Providers who worked in practices where they were the only
practitioner had a higher average index than providers who did not work in a solo-
practitioner practice, holding other practice types constant.

*  Working in a multi-specialty practice. Providers who worked in a multispecialty

group practice also had an average index that was higher than providers who did not
work in a multispecialty practice, holding other practice types constant.

2-10



* Receiving incentive-based compensation. Providers whose salary structure included
productivity or quality incentives had an average index that was 3.3 percentage points
above providers who were paid a salary with no added incentives.

Meanwhile, several practice characteristics were not significantly related to providers’ PCMH
performance. These include:

* Practice affiliations. Being affiliated with an integrated delivery system, an ACO, an
independent provider association, or a physician-hospital organization.

* Composition of practice staff- Having a nurse practitioner (NP) or physician assistant
(PA), a care manager, a social worker, health educator, nutritionist, pharmacist, or
behavioral health counselor in the practice.

* Having had an EHR for more years. Having had an EHR for at least 3 years.

Discussion. Our findings suggest that busy providers—those who saw more patients and
worked more hours—were likely to adopt more aspects of the PCMH model of care. This could
be because seeing more patients and working more hours generated more practice revenues,
which then could be spent on the resources required to adopt the PCMH model of care. It also
could be that such providers have more of an incentive to adopt the PCMH model, which
typically is viewed as leading to more delegation of tasks to non-physician practice staff and all
practice staff being encouraged to work more at the top of their license. In addition, it could be
that adopting the PCMH model leads to additional tasks, over and above the typical clinical
workload—causing practice staff in PCMH practices to spend more time in the office.

Our findings also suggest that more experienced providers and providers who have
financial incentives to improve quality or meet productivity targets are exhibiting higher levels
of PCMH performance. The latter is not a surprising finding, given the PCMH model focus on
providing high-quality care and ensuring that patients receive overdue preventive services.

A more puzzling finding is that, when looking at practice type, two types of practices that
might seem quite different from each other—solo practitioners and multispecialty group
practices—are both reporting engaging in more PCMH activities than providers in other types of
practices. It could be that different reasons explain why these providers report engaging in more
of these activities. Multispecialty group practices, which tend to be larger practices, may be
reporting engaging in more PCMH activities because of investments they have made in practice
infrastructure, such as EHRs with advanced registry functions and dedicated care coordinators to
engage in population management using queries from these registries. They may also be
succeeding in engaging in more care coordination activities if the specialists they refer patients to
work for the same practice as a patient’s primary care provider (PCP) and care coordinator.
Meanwhile, solo practitioners may be reporting engaging in more PCMH activities because the
total number of patients they serve is small enough that they do not need elaborate practice
infrastructure, such as registries and dedicated care coordinators, to assist existing staff with
knowing who their sickest patients are and keeping in regular contact with them, including after
hours, to manage their care.
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Although being a member of an integrated delivery system, an ACO, an independent
provider association, or a physician-hospital organization may make it easier or more financially
advantageous to operate as a PCMH, practices with other affiliations or no affiliations appear to
have been equally motivated to perform well under the PCMH model. Somewhat unexpectedly,
we did not observe a relationship between PCMH performance and having an NP or PA, care
manager, social worker, health educator, nutritionist, pharmacist, or behavioral health counselor
in the practice. These types of staffing changes were among the major transformations that
practices discussed during our site visits. One possible explanation may be that practices are only
beginning to make optimal use of these types of staff in the context of the PCMH model of care,
so it may be too early to observe the potential effects of employing such staff on PCMH
performance.

Finally, having an EHR for a longer period of time was not associated with better PCMH
performance. We note, however, that this question sought to differentiate among practices within
a PCMH group that may actually be quite homogeneous. It may be that having an EHR for
3 years is no more beneficial than having one for 2 years, if a practice is able to rapidly learn
how to use it properly.’

23 Qualitative Comparative Analysis Findings

In this section, we provide a summary of results from two QCAs that identified
combinations of demonstration features found among states with favorable outcomes. We
conducted analyses for each of nine outcomes related to coordination of care, health outcomes,
expenditures, and health care utilization and defined favorable outcomes as slower growth in the
expenditures or utilization among beneficiaries in MAPCP Demonstration practices relative to
beneficiaries in comparison practices over the demonstration period. The methods we used to
conduct these analyses are described in Section 1.7 and Appendix X; detailed findings are also in
Appendix X.

In the first QCA, we evaluated features of the demonstration’s payment model, including:
* Higher payments to practices for higher levels of PCMH recognition;
* Performance incentives as part of the demonstration payment to practices;

* Part of demonstration payments made to nonpractice entities, such as a community-
based support team; and

* Payments to practices adjusted based on selected patient characteristics, such as age
or presence or number of chronic conditions.

In the second QCA, we evaluated non-payment model demonstration features, including:

* High accountability standards to ensure that practices achieved PCMH requirements;

7" Due to the small sample sizes in this survey, however, we were not able to test for differences in performance
across practices that had been using EHRs for different lengths of time.
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* Use of community-based care management teams; and

* Requiring Level 3 NCQA PCMH recognition (or equivalent) for participation in the
demonstration.

The outcomes used in both analyses included the following:
* Total Medicare expenditures;
* Acute-care expenditures;
* Post—acute-care expenditures;
*  Outpatient expenditures;
* Specialty-care expenditures;
* All-cause admissions;
* Chronic Prevention Quality Indicator (PQI) admissions;
* Unplanned readmissions; and

* ER visits.

Summary of findings. No one configuration of demonstration features was associated
with favorable effects across all outcomes evaluated in either analysis. This suggests that
outcomes may be influenced by different combinations of features, as opposed to some common
underlying combination. Although findings from this QCA do not provide strong evidence for
the effect of any specific combination of demonstration features as sufficient for favorable
effects across all outcomes evaluated, they do offer specific combinations of features that we
subjected to further analysis within the quantitative cross-state analyses (see Section 2.4). The
QCA findings generally were validated in these analyses and identified a somewhat stronger
relationship between the payment model features and outcomes, as compared with the non-
payment model features assessed.

Although we caution against overinterpreting the importance of any single feature, we
note that states with favorable outcomes often incorporated performance incentives in
combination with the presence or absence of other features as part of its payment model. We also
note that states with unfavorable outcomes often did not adjust payments based on patient
characteristics. Among non-payment model features, having high accountability standards for
ensuring that practices meet PCMH requirements through independent audits or assessments is a
feature found in combination with the absence or presence of other features among states with
favorable effects across outcomes. This finding is consistent with the comparative case study
finding in Section 2.2 that identified themes related to requirements for practices to have PCMH
recognition at the start of the demonstration. State PCMH initiatives that use external validation
of PCMH features (i.e., high accountability standards) may reflect the nature of PCMH practices
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that participate in such initiatives. Such practices may already be well along the adoption and
implementation continuum. Although external recognition programs, such as NCQA, offer some
accountability for practices to document PCMH features, only a small proportion of practices are
audited onsite through such programs.

More details on the combinations of features we identified as sufficient for favorable
outcomes for each of the nine outcomes are in Appendix Table X-7 for the first analysis
(payment model features) and Appendix Table X-8 for the second analysis (non-payment model
features).

Limitations. These analyses are limited by the small number of states participating in the
MAPCP Demonstration; QCA is best suited for sample sizes between 10 and 50. The small
number of states led us to use a lower numeric threshold for determining sufficiency and also
required us to limit the number of features that could be evaluated in any one model. This means
we were not able to evaluate all of the possible ways in which the demonstration features of
interest may have varied in the eight states within the same analysis.

Findings also may be limited by how we defined whether a particular demonstration
feature was present or absent within a state and how we defined the outcome. We mitigated these
effects by ensuring that demonstration features were clearly described, and we asked our
research team members leading each state’s evaluation efforts to confirm our assignments. We
also used a liberal definition of “favorable outcomes,” allowing states with a favorable but not
statistically significant reduction relative to the CG to receive “partial credit” toward being
identified as having a favorable outcome, which would be considered a null effect under a
traditional statistical interpretation

24 Quantitative Cross-State Analyses

There are considerable differences among the eight state initiatives that could influence
the outcomes of the MAPCP Demonstration. Initiatives had different ways of connecting patients
to community-based resources and different payment methods and levels. In addition, states
required practices to satisfy different criteria to qualify for the demonstration. Recognizing these
important differences, the evaluation of the MAPCP Demonstration focused primarily on
evaluating each state individually.

Because many features of the state initiative were virtually identical for all demonstration
practices in a given state, the effects of different initiative features cannot be estimated in
individual state analyses. The impact of initiative features, however, can be assessed using
pooled data for all eight states. Although the combination of features and context for each state’s
initiative were unique, state initiatives can be classified using common criteria for some key
features. Variation among states in the adoption of these key features was used in cross-state
analyses of pooled data to estimate the impact of selected initiative features.

Practice characteristics and the degree to which practices adopted the PCMH model of
care also can influence patient outcomes. Similar to initiative features, variation among practices
in certain characteristics and dimensions of practice transformation was used in analyses of
pooled data for all demonstration states to estimate the impact of practice-level factors on
outcomes.
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2.4.1 Methods

The cross-state quantitative analyses, which were limited to the Medicare population,
used four key expenditure and utilization outcomes to examine the effectiveness of initiative
features and practice characteristics:

* Total expenditures;
* Expenditures for acute-care hospital services;
* All-cause admission rates; and

* Rates of ER visits not leading to a hospitalization.

We examined total expenditures as a summary indicator of the demonstration impact and
inpatient and ER services as important drivers of utilization and costs that the PCMH model is
expected to reduce. The methodology for the cross-state quantitative analyses is described in
Section 1.2.8. Results are reported for the first 3 years of the MAPCP Demonstration overall.

Analyses of state initiative features included data for beneficiaries attributed to MAPCP
Demonstration and CG practices. The state initiative features were those used in the QCA, which
are described in Section 1.7. Like the quantitative analyses for individual states, regression
models for analyses of state initiative features using pooled data for the eight demonstration
states were estimated using two distinct CGs: beneficiaries assigned to comparison PCMHs and
beneficiaries assigned to comparison non-PCMHs. Analyses of practice features using data from
the MAPCP Demonstration provider survey to rate practices on various dimensions of practice
transformation were limited to beneficiaries in demonstration practices that responded to the
survey and, therefore, did not include beneficiaries in CG practices. The practice transformation
survey and methods for rating practices are described in Section 1.5.

Tables 2-3 and 2-4 in Section 2.4.2 report covariate-adjusted differences in the rate of
growth for selected expenditure and utilization outcomes between the MAPCP Demonstration
and two CGs—PCMHs and non-PCMHs—for beneficiaries stratified by state initiative features.
Estimates in the rows for each state initiative feature are the difference between the covariate-
adjusted difference in the rate of growth in per beneficiary per month (PBPM) total Medicare
and acute-care expenditures or in the rate of all-cause admissions and ER visits not leading to
hospitalization per 1,000 beneficiary quarters between demonstration and CG beneficiaries in
states with the feature and the covariate-adjusted difference in growth between demonstration
and CG beneficiaries in states without the feature.® This difference-in-difference-in-differences
(D-D-D) estimate is the key outcome of interest for the analyses of state initiative features. A
negative value corresponds to slower growth in expenditures or utilization relative to the CG in
initiatives with a given feature compared with initiatives without the feature, whereas a positive

8 Differences within strata in the covariate-adjusted difference in the rate of growth for the two CGs are shown in
Appendix Tables Y-1 and Y-2.
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value corresponds to faster growth. A negative value is considered a favorable outcome, and a
positive value is considered unfavorable.

Tables 2-5 and 2-6 in Section 2.4.3 report covariate-adjusted differences in the rate of
growth for selected expenditure and utilization outcomes between demonstration beneficiaries
attributed to practices that had adopted a particular PCMH capability at a high level compared
with demonstration beneficiaries attributed to practices that had not adopted a particular PCMH
capability at a high level. Practices were considered to have adopted a PCMH capability at a high
level if they selected the third (most advanced) answer option associated with a particular PCMH
activity in the provider survey. As noted above, these analyses do not include beneficiaries
attributed to CG practices. Difference-in-differences (D-in-D) estimates in these tables are
interpreted as the difference in the rate of growth in PBPM expenditures or utilization per 1,000
beneficiary quarters for practices adopting a particular PCMH capability at a high level relative
to other practices. A negative value corresponds to slower growth in expenditures or utilization
and 1s considered a favorable outcome, whereas a positive value corresponds to faster growth
and is considered an unfavorable outcome.

The following subsection presents findings from analyses of the impact of state initiative
features on the utilization and expenditure outcomes, followed by findings from analyses of the
impact of practice characteristics.

2.4.2 State Initiative Features

As shown in Table 2-3, analyses of pooled data for Medicare beneficiaries in all eight
demonstration states showed statistically significant differences in impacts for four of the seven
state initiative features examined, usually in analyses using the PCMH CG. For two of the four
payment model features examined and one of the three non-payment model features, the analyses
showed slower growth in one or more outcomes in states that adopted the feature. However, one
payment model feature was associated with faster growth in one outcome.
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Table 2-3
Comparison of average changes for selected utilization and expenditure outcomes for Medicare beneficiaries in all states
combined, by state initiative model features

Total Medicare expenditures Acute-care expenditures All-cause ER visits not
()] (6] admissions leading to hospitalization
Vs. non- Vs. non- Vs. PCMH Vs. non- Vs. non-
Vs.PCMH CG PCMHCG Vs.PCMHCG PCMHCG CG PCMH CG Vs.PCMHCG PCMH CG

Payment model features incorporated in state initiative
Payments to nonpractice
supporting entities

(N =491,532) —-1.66 -12.70 9.28 —-3.56 2.55 -1.28 9.71 2.55
Payments for practice
performance

(N =371,322) —15.23 —29.75% —22.57* —-12.56 —5.66* —2.69 -7.59 -1.22

Payments for higher
medical home recognition
status
(N =112,457) -16.60 —14.47 3.00 —4.89 3.99 1.21 14.09* 5.42
Payments for patient
characteristics
(N =40,982/200,419) —43.45% 7.19 —19.89* -1.59 —4.71 —-0.36 -5.35 —-0.33
Non-payment model features incorporated in state initiative
Advanced PCMH
recognition
(N =300,283/459,720) —6.75 13.88 —9.14 4.71 —1.98 0.42 —4.38 4.20
Community-based care
management
(N =198,893) 26.05 1.66 17.15 2.70 3.52 —0.05 593 -1.04
(continued)



81-C

Table 2-3 (continued)
Comparison of average changes for selected utilization and expenditure outcomes for Medicare beneficiaries in all states
combined, by state initiative model features

Total Medicare expenditures Acute-care expenditures All-cause ER visits not
)] 6] admissions leading to hospitalization
Vs. non- Vs. non- Vs. PCMH Vs. non- Vs. non-
Vs. PCMHCG PCMHCG Vs.PCMHCG PCMHCG CG PCMH CG Vs.PCMH CG PCMH CG
High accountability of
practices to achieve
PCMH requirements
(N =415,498/574,118) —64.06* —23.52 —19.68%* —10.46 —1.85 -1.11 8.07 7.65%
NOTES:

» Total Medicare expenditures and acute-care expenditures are PBPM expenditures.

* All-cause admissions and ER visits not leading to hospitalization are rates per 1,000 beneficiary quarters.

* PCMH CQG estimates exclude Minnesota because there were no PCMH CG practices in this state.

« Numbers in parentheses represent sample sizes of unique demonstration participants in a state initiative with a particular feature, weighted so that every state is
an equal share of the sample. In cases where there are two numbers, the first number is for the PCMH estimates, which exclude Minnesota; the second number
is for the non-PCMH estimates, which include Minnesota.

+ Estimates in this table are interpreted as the difference in the rate of growth in expenditures or utilization among MAPCP Demonstration beneficiaries across
the first 3 years of the demonstration overall. A negative value corresponds to slower growth in expenditures or utilization. A positive value corresponds to
faster growth in expenditures or utilization.

+ Change estimates are calculated as weighted averages of individual quarterly estimates, with weights equal to the number of beneficiaries attributed to
demonstration practices in each quarter divided by total number of beneficiaries attributed during the first 3 years of the MAPCP Demonstration.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM = per beneficiary per month; PCMH = patient-
centered medical home.

* Statistically significant at the 10 percent level.



Table 2-3 shows the following statistically significant differences in impacts on
expenditures and utilization based on state initiative features related to payment:

Growth in total Medicare expenditures relative to the non-PCMH CG was $29.75
slower in initiatives with payments for practice performance compared with
initiatives without performance-based payments. These initiatives also had slower
growth in acute-care expenditures and all-cause admissions relative to the PCMH
CG.

Growth in total Medicare expenditures relative to the PCMH CG was $43.45
slower in initiatives with payments for patient characteristics compared with
initiatives without these payments. These initiatives also had slower growth in acute-
care expenditures relative to the PCMH CG.

Growth in the rate of ER visits not leading to hospitalization relative to the PCMH
CG was faster in initiatives with payments for higher medical home recognition
status compared with initiatives without these payments.

Table 2-3 also shows the following statistically significant differences in impacts on
expenditures and utilization based on state initiative features not related to payment:

Growth in total Medicare expenditures relative to the PCMH CG was $64.06
slower in initiatives with high standards of accountability for meeting PCMH
requirements compared to those without high standards. These initiatives also had
slower growth in acute-care expenditures relative to the PCMH CG, but these
initiatives had faster growth in ER visits not leading to hospitalization relative to
the non-PCMH CG.

There were no significant differences associated with any of the outcomes examined
relative to either CG related to payments to nonpractice supporting entities, advanced
PCMH recognition, and community-based care management.

The QCA identified combinations of initiative features found in states with slower
growth in the four expenditure and utilization outcomes included in these cross-state quantitative
analyses. Separate QCAs were undertaken for payment model features and nonpayment-model
features. Different combinations of features could be identified for each outcome. The results of
the QCA are reported in Section 2.3. Table 2-4 summarizes the combination of features
identified in the QCA as occurring in state initiatives with slower rates of growth for each
outcome and displays the estimated effect of the set of features on growth in each outcome. We
classified states by whether their initiative incorporated the payment model features and non-
payment model features identified in the QCA for a given outcome. As for analyses of individual
initiative features, we compared covariate-adjusted differences in the rate of growth in the
expenditure and utilization outcomes between the MAPCP Demonstration and two CGs—
PCMHs and non-PCMHs—for beneficiaries stratified by whether their state’s initiative
incorporated the combination of initiative features identified in the QCA.
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Table 2-4

Set of initiative features occurring in initiatives with favorable outcomes for PCMH and non-PCMH CGs in qualitative
comparative analyses and average changes for selected utilization and expenditure outcomes for Medicare beneficiaries in
all states combined, associated with incorporation of successful initiative features, MAPCP Demonstration through

Outcome

Total Medicare expenditures
Initiative features

Change estimate ($)

Acute-care expenditures
Initiative features

Change estimate ($)

December 2014

Payment model features/change estimate

MAPCP Demonstration vs.

CG PCMHs

(Adjusts payments based on
patient characteristics AND
includes performance
incentives)

OR

(Provides payments to
nonpractice entities AND
[offers higher payments for
advanced PCMH recognition
OR includes performance
incentives])

—61.14*

Includes performance
incentives

—22.57*

MAPCP Demonstration vs.
CG non-PCMHs

(Adjusts payments based on
patient characteristics AND
includes performance
incentives)

OR

(Provides payments to
nonpractice entities AND
[offers higher payments for
advanced PCMH recognition
OR includes performance
incentives])

—50.45%

Includes performance
incentives

AND

(Adjusts payments based on
patient characteristics OR
provides payments to
nonpractice entities)

—18.98*

Non-payment model features/change estimate

MAPCP Demonstration vs.
CG PCMHs

Has high accountability
standards to ensure that
practices achieve PCMH
requirements

—64.06*

Has high accountability
standards to ensure that
practices achieve PCMH
requirements

OR

Requires Level 3 NCQA
PCMH (or equivalent)
recognition

—17.34

MAPCP Demonstration vs.
CG non-PCMHs

Has high accountability
standards to ensure that
practices achieve PCMH
requirements AND does not
require Level 3 NCQA
PCMH (or equivalent)
recognition

—40.61*

Has high accountability
standards to ensure that
practices achieve PCMH
requirements

AND

Does not require Level 3
NCQA PCMH (or
equivalent) recognition

—12.98
(continued)
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Table 2-4 (continued)

Set of initiative features occurring in initiatives with favorable outcomes for PCMH and non-PCMH CGs in qualitative
comparative analyses and average changes for selected utilization and expenditure outcomes for Medicare beneficiaries in
all states combined, associated with incorporation of successful initiative features, MAPCP Demonstration through

Outcome

All-cause admissions
Initiative feature

Change estimate

ER visits not leading to
hospitalization

Initiative feature

December 2014

Payment model features/change estimate

MAPCP Demonstration vs.
CG PCMHs

Includes performance
incentives

—5.66*

(Includes performance
incentives AND does not
provide payments to
nonpractice entities)

OR

(Provides payments to
nonpractice entities AND
does not offer higher
payments for advanced
PCMH recognition AND
does not include performance
incentives)

MAPCP Demonstration vs.
CG non-PCMHs

Includes performance
incentives AND provides
payments to nonpractice
entities

—5.49*

(Includes performance
incentives AND does not
provide payments to
nonpractice entities)

OR

(Provides payments to
nonpractice entities AND
does not offer higher
payments for advanced
PCMH recognition AND
does not include performance
incentives)

Non-payment model features/change estimate

MAPCP Demonstration vs.

CG PCMHs

Has high accountability
standards to ensure that
practices achieve PCMH
requirements OR

Requires Level 3 NCQA
PCMH (or equivalent)
recognition

—1.65

(Does not have high
accountability standards
AND requires Level 3
NCQA PCMH [or
equivalent] recognition)
OR

(Has high accountability
standards AND does not
have community-based care
teams AND does not require
Level 3 NCQA PCMH [or
equivalent] recognition)

MAPCP Demonstration vs.
CG non-PCMHs

None identified

N/A

(Does not have high
accountability standards
AND requires Level 3
NCQA PCMH [or
equivalent) recognition]
OR

(Has high accountability
standards AND does not
have community-based care
teams AND does not require
Level 3 NCQA PCMH [or
equivalent] recognition)
(continued)
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Table 2-4 (continued)
Set of initiative features occurring in initiatives with favorable outcomes for PCMH and non-PCMH CGs in qualitative
comparative analyses and average changes for selected utilization and expenditure outcomes for Medicare beneficiaries in
all states combined, associated with incorporation of successful initiative features, MAPCP Demonstration through

December 2014
Payment model features/change estimate Non-payment model features/change estimate
MAPCP Demonstration vs. = MAPCP Demonstration vs. = MAPCP Demonstration vs. = MAPCP Demonstration vs.
Outcome CG PCMHs CG non-PCMHs CG PCMHs CG non-PCMHs
Change estimate —10.89%* —10.46* -9.71 —7.98

NOTES:

Sets of features correspond to description in Table 2-3. The sets of successful payment model features and non-payment model features were identified using
QCA. A set of successful non-payment model features relative to the non-PCMH CG could not be identified for all-cause admissions.

Total Medicare expenditures and acute-care expenditures are PBPM expenditures.

All-cause admissions and ER visits not leading to hospitalization are rates per 1,000 beneficiary quarters.

PCMH CG estimates exclude Minnesota because there were no PCMH CG practices in this state.

Numbers in regression models are shown in Appendix Table Y-3.

Estimates in this table are interpreted as the difference in the rate of growth in expenditures or utilization among MAPCP Demonstration beneficiaries across
the first 3 years of the demonstration overall. A negative value corresponds to slower growth in expenditures or utilization. A positive value corresponds to
faster growth in expenditures or utilization.

Change estimates are calculated as weighted averages of individual quarterly estimates, with weights equal to the number of beneficiaries attributed to
demonstration practices in each quarter, divided by total number of beneficiaries attributed during the first 3 years of the MAPCP Demonstration.

CG = comparison group; ER = emergency room; MAPCP = Multi-Payer Advanced Primary Care Practice; N/A = not applicable; NCQA = National Committee
for Quality Assurance; PBPM = per beneficiary per month; PCMH = patient-centered medical home; QCA = qualitative comparative analysis.

* Statistically significant at the 10 percent level.



The set of payment model features identified as occurring in successful initiatives in the
QCA were strongly related to reductions in all four expenditure and utilization outcomes. The
relationship was not as strong for non-payment model features. The set of non-payment model
features identified in the QCA was associated with significant reductions in the two expenditure
outcomes, but not with the utilization outcomes.

For payment model features, Table 2-4 shows:

* Growth in total Medicare expenditures relative to the PCMH CG was $61.14
slower in initiatives with the successful set of payment model features than in
initiatives without this set of features.

* Growth in total Medicare expenditures relative to the non-PCMH CG was $50.45
slower in initiatives with the successful set of payment model features than in
initiatives without this set of features.

* Growth in acute-care expenditures relative to the PCMH and non-PCMH CGs was
slower in initiatives with the successful set of payment model features than in
initiatives without this set of features.

* Growth in the rate of all-cause admissions relative to the PCMH and non-PCMH
CGs was slower in initiatives with the successful set of payment model features than
1n initiatives without this set of features.

* Growth in the rate of ER visits not leading to hospitalization relative to the PCMH
and non-PCMH CGs was slower in initiatives with the successful set of payment
model features than in initiatives without this set of features.

For non-payment model features, Table 2-4 shows:

* Growth in total Medicare expenditures relative to the PCMH CG was $64.06
slower in initiatives with the successful set of non-payment model features than in
initiatives without this set of features.

* Growth in total Medicare expenditures relative to the non-PCMH CG was $40.61
slower in initiatives with the successful set of non-payment model features than in
initiatives without this set of features.

2.4.3 Practice Characteristics

The quantitative cross-state analyses also identified practice-level characteristics
associated with effectiveness, as captured by the four Medicare expenditure and utilization
measures: total Medicare expenditures, acute-care expenditures, the rate of all-cause admissions,
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or the rate of ER visits not leading to hospitalization. We focus primarily on practices’ adoption
of specific PCMH capabilities and the four above measures.?

We first examined the association between high-level adoption of particular PCMH
composite domains and the four measures of effectiveness in Table 2-5. The five PCMH
domains included in this analysis are access to care, care management (defined as activities that
do not involve working with health care providers outside of the practice), care coordination
(defined as activities that do involve working with health care providers outside of the practice),
patient engagement and self-management, and quality improvement. !9 Each PCMH domain
included in Table 2-5 is a composite measure that combines several MAPCP Demonstration
provider survey questions on a shared topic (e.g., all those related to offering expanded access to
care, such as through same-day appointments, answering e-mails from patients, responding to
urgent phone calls from patients after hours). The survey questions that feed into each of these
five PCMH domains of care are identified in Table 3-8 in Section 3.3.4. For this analysis, we
considered a practice to have adopted a PCMH domain at a high level if its average response on
the questions within a domain was at least a 7 out of 9; the third, and most advanced, answer
option for each PCMH question was worth 7, 8, or 9 points out of 9.

As noted in Section 2.4.1, estimates in Table 2-5 are interpreted as the difference in the
rate of growth in PBPM expenditures or utilization per 1,000 beneficiary quarters for practices
that had adopted activities within a particular PCMH domain at a high level relative to other
demonstration practices. A negative value corresponds to slower growth in expenditures or
utilization and is considered a favorable outcome, whereas a positive value corresponds to faster
growth and is considered an unfavorable outcome.

9 We also assessed whether the impact on the four outcomes differed for practices that are federally qualified
health centers (FQHCs) compared with other practices using the D-D-D model used for state initiative features
(see Appendix Table Y-1). There were no significant differences in effects for FQHCs.

10 We did not include a sixth PCMH domain, health information technology (health IT), because the variation
within this domain was not sufficient to use it in this analysis; the vast majority of providers reported adopting
health IT at a high level.
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Table 2-5
Differences in the rate of growth of selected expenditure and utilization measures over the
first 3 years of the MAPCP Demonstration for Medicare beneficiaries attributed to
demonstration practices with high-level adoption of particular PCMH domains, compared
with other demonstration practices

Total ER visits not
Medicare Acute-care All-cause leading to
PCMH domain expenditures = expenditures = admissions | hospitalization

Access to care

(N =230,539) —4.90 —8.18 -1.27 —7.48*
Care management
(without involvement of other providers)

(N =259,400) —15.51 —16.03* -0.77 0.50
Care coordination
(involving other health care providers)

(N =192,813) —1.42 —7.78 1.72 —2.65
Patient engagement and self-management
(N=132,074) —22.33% —14.50* —1.41 —6.37
Quality improvement
(N =231,924) 2.39 3.94 0.50 —7.48%
NOTES:

» Total Medicare expenditures and acute-care expenditures are PBPM expenditures.

* All-cause admissions and ER visits not leading to hospitalization are rates per 1,000 beneficiary quarters.

* Numbers in parentheses represent sample sizes of unique MAPCP participants attributed to practices self-
reporting a high level of adoption of the PCMH domain (i.e., reporting an average of at least 7 out of 9 on the
questions included in the PCMH domain). The total number of Medicare FFS beneficiaries who participated in the
demonstration for at least 3 months and were attributed to practices that responded to the MAPCP Demonstration
provider survey was 302,719.

« Estimates in this table are interpreted as the difference in the rate of growth in expenditures or utilization among
MAPCP Demonstration beneficiaries across the first 3 years of the demonstration overall. A negative value
corresponds to slower growth in expenditures or utilization. A positive value corresponds to faster growth in
expenditures or utilization.

» Change estimates are calculated as weighted averages of individual quarterly estimates, with weights equal to the
number of beneficiaries attributed to demonstration practices in each quarter divided by the total number of
beneficiaries attributed during the first 3 years of the MAPCP Demonstration.

ER = emergency room; FFS = fee for service; MAPCP = Multi-Payer Advanced Primary Care Practice; PBPM =
per beneficiary per month; PCMH = patient-centered medical home.

* Statistically significant at the 10 percent level.

The results in Table 2-5 provide some evidence that advanced adoption of activities
within particular PCMH domains is associated with reductions in Medicare utilization and
expenditures. There is no statistically significant effect, however, for many combinations of
PCMH domains and outcome measures. Looking at results that were statistically significant, we
find that:

* Growth in total Medicare expenditures was $22.33 slower in practices that reported
high-level adoption of patient engagement and self-management activities,
compared with other demonstration practices.
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* Growth in acute-care expenditures was slower in practices that reported high-level
adoption of care management activities, compared with other demonstration
practices.

* Growth in acute-care expenditures was s/lower in practices that reported high-level
adoption of patient engagement and self-management activities, as compared with
other demonstration practices.

* Growth in the rate of ER visits not leading to hospitalization was slower in
practices that reported high-level adoption of PCMH activities associated with
enhancing patient access to care, as compared with other demonstration practices.

* Growth in the rate of ER visits not leading to hospitalization was slower in
practices that reported high-level adoption of quality improvement activities, as
compared with other demonstration practices.

To take a closer look at which practice-level PCMH characteristics are associated with
favorable performance on the four key utilization and expenditure measures, we conducted a
second practice-level cross-state quantitative analysis, decomposing the five PCMH composite
domains into the 22 specific PCMH capabilities measured in the provider survey. Practices
selecting the third (most advanced) answer option for a particular PCMH question were
considered to have adopted that PCMH activity at a high level; when multiple providers from a
practice answered our survey, we averaged their survey responses. Of the 22 PCMH activities
asked about in our survey and included in the analysis, 11 were statistically significantly
associated with at least one of the four utilization or expenditure measures. Table 2-6 displays
results for the PCMH activities associated with a statistically significant impact on at least one of
the four outcome measures. Complete results for all 22 PCMH survey questions are in Appendix
Table Y-4.

Table 2-6
Differences in the rate of growth of selected expenditure and utilization measures over the
first 3 years of the MAPCP Demonstration for Medicare beneficiaries attributed to
demonstration practices with high-level adoption of particular PCMH activities, compared
with other demonstration practices
(only statistically significant PCMH activities shown)

PCMH activity asked about in MAPCP

Demonstration provider survey Total Medicare  Acute-care ER visits not
...and third and most advanced answer expenditures  expenditures  All-cause leading to
option )] )] admissions = hospitalization

4. Alternate types of contact (e-mail, Web,
text message) with practice team... Are a
core component of patient-practice team
communication, and responses are provided
within a timely and consistent timeframe.
(N =219,862) 18.90 1.35 0.51 —7.82%
(continued)
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Table 2-6 (continued)

Differences in the rate of growth of selected expenditure and utilization measures over the
first 3 years of the MAPCP Demonstration for Medicare beneficiaries attributed to
demonstration practices with high-level adoption of particular PCMH activities, compared
with other demonstration practices
(only statistically significant PCMH activities shown)

PCMH activity asked about in MAPCP

Demonstration provider survey Total Medicare  Acute-care ER visits not
...and third and most advanced answer expenditures  expenditures  All-cause leading to
option )] )] admissions = hospitalization

6. Registries... Are available to practice teams
and routinely used for pre-visit planning,
reminders to providers, patient outreach, and
population health monitoring across a
comprehensive set of diseases and high-risk
patients.
(N =195,454) —20.28 —12.90* —1.82 —4.69
8. Medication review for patients on
multiple medications... Is done on a regular
basis for patients during care transitions, when
patients receive new medications, and during
all regularly scheduled visits.
(N =288,051) 24.99* 6.08 4.18* 10.50
10. Clinical management for complex
patients... Is accomplished by identifying
patients for whom care management might be
beneficial. The practice actively coordinates
care management with other providers and
caregivers, and provides educational resources
and ongoing support to assist with self-
management.
(N =262,793) —-0.49 —0.70 —2.74 —10.40%*
11. Preventive screenings... Are delivered at
visits specifically scheduled for this purpose.
Practice staff also identify needed preventive
services at other visits. In addition, registries or
other clinical decision support tools are used to
identify patients who have not received
recommended preventive services, and
reminders are given to patients to schedule
these.
(N =255,713) —52.30% —35.11% —5.58% —6.85
12. Assessing patient and family values and
preferences... Is systematically done for all
patients with significant health problems or
who articulate values and preferences
themselves. The practice team incorporates
patient preferences and values into planning
and organizing care.
(N =139,814) —19.42 —11.58%* —-1.03 —5.41
(continued)
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Table 2-6 (continued)

Differences in the rate of growth of selected expenditure and utilization measures over the
first 3 years of the MAPCP Demonstration for Medicare beneficiaries attributed to
demonstration practices with high-level adoption of particular PCMH activities, compared
with other demonstration practices
(only statistically significant PCMH activities shown)

PCMH activity asked about in MAPCP

Demonstration provider survey Total Medicare Acute-care ER visits not
...and third and most advanced answer expenditures = expenditures  AJl-cause leading to
option ) ) admissions = hospitalization

14. Patient self-management support for
chronic conditions... Is provided through goal-
setting and action planning with members of
the practice team trained in patient education,
empowerment, and problem-solving
methodologies. Ongoing support is available
through individualized care or group
interventions.
(N =145,774) -12.93 —12.40% —3.47* —8.67*
17. Relationships with commonly referred-to
practices... Are formalized with practice
agreements and referral protocols.
(N =137,568) —7.68 —5.53 —1.68 —9.91*
19. Patients in need of behavioral health
support or community-based resources...
Are referred to partners with whom the practice
has established relationships, relevant patient
information is communicated to them, and
timely follow-up with patients occurs where
necessary.
(N =154,769) 29.47* 11.71 1.06 —2.13
22. Quality improvement activities... Are
based on systematic quality improvement
approaches (e.g., plan-do-study-act cycles, or
tracking performance on quality measures) and
are used in meeting organizational goals.
(N =246,132) 7.63 2.22 0.58 —10.68%*

NOTES:

» Total Medicare expenditures and acute-care expenditures are PBPM expenditures.

* All-cause admissions and ER visits not leading to hospitalization are rates per 1,000 beneficiary quarters.

« Numbers in parentheses represent sample sizes of unique MAPCP Demonstration participants attributed to practices
self-reporting high-level adoption of this PCMH activity (i.e., reporting at least 7 out of 9 on the question). The total
number of Medicare FFS beneficiaries who participated in the demonstration for at least 3 months and were
attributed to practices that responded to the MAPCP Demonstration provider survey was 302,719.

+ Estimates in this table are interpreted as the difference in the rate of growth in expenditures or utilization among
MAPCP Demonstration beneficiaries across the first 3 years of the demonstration overall. A negative value
corresponds to slower growth in expenditures or utilization. A positive value corresponds to faster growth in
expenditures or utilization.

» Change estimates are calculated as weighted averages of individual quarterly estimates, with weights equal to the
number of beneficiaries attributed to demonstration practices in each quarter, divided by the total number of
beneficiaries attributed during the first 3 years of the MAPCP Demonstration.

ER = emergency room; FFS = fee for service; MAPCP = Multi-Payer Advanced Primary Care Practice; PCMH =

patient-centered medical home.

* Statistically significant at the 10 percent level.
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Table 2-6 shows the following statistically significant associations between PCMH
activities and the key utilization and expenditure measures:

Growth in total Medicare expenditures was $24.99 faster in practices that regularly
reviewed their patients’ medications, compared with other practices. These
practices also had faster growth in all-cause admissions.

Growth in total Medicare expenditures was $52.30 slower in practices that
emphasized preventive screening, compared with other practices. These practices
also had slower growth in acute-care expenditures and all-cause admissions,
compared with other practices.

Growth in total Medicare expenditures was $29.47 faster in practices that referred
or communicated information to patients in need of behavioral health care
support.

Growth in acute-care expenditures was slower in practices with high-level use of
registries for high-risk patients, compared to other practices.

Growth in acute-care expenditures was s/lower in practices that incorporated
patient preferences into care planning at a high level, compared with other
practices.

Growth in acute-care expenditures, all-cause admissions, and ER visits not
leading to hospitalization was slower in practices with advanced capabilities related
to providing patient self-management support for chronic conditions, compared
with other practices.

Growth in the rate of ER visits not leading to hospitalization was slower in
practices that reported high-level adoption of alternate types of patient contact
(e.g., e-mail, text messages, Web portals), compared with other demonstration
practices.

Growth in the rate of ER visits not leading to hospitalization was slower in
practices that engaged in high-level clinical management for complex patients,
compared with other practices.

Growth in the rate of ER visits not leading to hospitalization was slower in
practices with a high level of adoption of formalized practice agreement and
referral protocols with commonly referred-to practices, compared with other
practices.

Growth in the rate of ER visits not leading to hospitalization was slower in
practices that engaged in formal quality improvement activities at a high level

(e.g., using the plan-do-study-act approach to making incremental changes to practice
processes), compared with other practices.
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2.4.4 Discussion

Impacts on key expenditure and utilization outcomes—including total expenditures,
acute-care expenditures, all-cause admissions, and ER visits not leading to hospitalization—
varied among the demonstration states (see Section 3), so we examined whether features of state
initiatives were associated with differences in impacts. These analyses suggest that payment
model features were more strongly associated with the effectiveness of initiatives than the other
features examined. Incorporating pay-for-performance provisions in practice payments and
adjusting payments for patient characteristics were both associated with greater reductions in
growth of total Medicare expenditures. There was less evidence that differences in initiative
effectiveness were associated with features not related to payment. Only one of the non-
payment-related features, having high standards of accountability for meeting PCMH
requirements, was associated with slower growth in any of the outcomes, but it also was
associated with faster growth in the ER visit rate.

These claims analyses also validate the findings from the QCA reported in Section 2.3.
The combinations of features identified as successful in the QCA were even more strongly
associated with initiative effectiveness than the individual features. In particular, the successful
combinations of payment model features were associated with significantly slower growth in all
four outcomes and relative to both PCMH and non-PCMH CGs. Although the features identified
in the QCA were strong predictors of expenditure and utilization reductions in these claims
analyses, it may be difficult to translate these findings into policy and program design decisions
because the set of initiative features that occurred in initiatives with slower growth differed
depending on the outcome. In addition, the combination of features identified as successful may
not be intuitively meaningful to policymakers, particularly those in which one component is the
absence of a particular feature.

Most of the evidence of slower growth associated with initiative model features came
from analyses using the PCMH CG. Although we hypothesized that there would be larger
reductions in expenditures and utilization in comparisons with non-PCMH practices than with
PCMH practices in the D-in-D models used in most of our evaluation analyses, this hypothesis
does not necessarily extend to these D-D-D analyses. In the D-D-D analyses, the estimated effect
is based on the relative size of the difference between the demonstration and the CG, depending
on whether the state has a given initiative feature. It is not evident a priori that the size of this
relative difference should be larger in comparisons with non-PCMH practices than with PCMH.
Nonetheless, within the group of state initiatives with the successful features, we found
significant reductions relative to the PCMH CG for all outcomes, but did not consistently find
significant reductions relative to the non-PCMH CG (see Appendix Tables Y-1 and Y-2).1!

Il Relative to the non-PCMH CG, we found significantly slower growth in total Medicare expenditures in states
that had the set of successful non-payment initiative features identified in the QCA and significantly slower
growth in the all-cause admission rate in states that had the set of successful payment initiative features. For the
other outcomes where the initiatives with the set of successful payment model features had significantly slower
growth in non-PCMH comparisons, differences between the MAPCP Demonstration group and the CG are not
statistically significant. The D-D-D estimate is statistically significant and negative because the MAPCP
Demonstration was associated with significantly faster growth relative to the non-PCMH CG within the set of
initiatives without the successful combination of features (see Appendix Table Y-2).
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These within-strata findings are analogous to results from D-in-D models where we expect larger
reductions relative to the non-PCMH CG.

A possible explanation for the absence of significant reductions relative to the non-
PCMH CG is limitations in our method for identifying a practice’s PCMH status, which was
based on NCQA recognition. This may be an imperfect indicator of the degree to which a
practice has the characteristics of a PCMH, because not all practices choose to go through the
NCQA recognition process. In addition, in some states, primary care practice transformation was
pervasive even outside the MAPCP Demonstration, and the non-PCMH practices also may have
been affected by this.

We also examined the association between practice characteristics and effectiveness in
reducing growth in the four key expenditure and utilization outcomes. Overall, the results of our
analyses are consistent with our expectations: high-level adoption of many core aspects of the
PCMH model was associated with slower growth in at least some of the outcomes examined.

The only PCMH domain to have a statistically significant effect on total Medicare
expenditures was patient engagement and self-management. When we decomposed this PCMH
domain into its component activities, we found that two of the PCMH activities were associated
with reductions in acute-care expenditures: (1) identifying and incorporating patient preferences
and values into care planning; and (2) offering patient self-management support for chronic
conditions through goal-setting and action planning with members of the practice team trained in
patient education, empowerment, and problem solving. It is worth noting that patient
engagement was the domain that MAPCP Demonstration states reported engaging in at the
lowest rate: On average, practices reported performing only 57 percent of the activities in this
domain at a high level. Michigan, one of the four states that generated net savings in this
demonstration, had markedly higher performance on this domain of care than the other MAPCP
Demonstration states (see Table 3.6).

Although four of the five PCMH domains were associated with favorable effects on at
least one of the utilization or expenditure measures, the exception was the care coordination
domain, which required working with health care professionals outside of the practice. Care
coordination may be hard to accomplish with external entities that did not participate in the
demonstration and did not have financial incentives to share information or improve
communication about referred patients. It was the PCMH domain with the second lowest
percentage of activities adopted at a high level, with only 68 percent of the activities in this
domain performed at a high level in the average MAPCP Demonstration state. It is possible that
high-level care coordination, with regular and interactive communication and record sharing with
all of a patient’s specialist and hospital providers, had not been realized by MAPCP
Demonstration practices, and the version of care coordination taking place is not yet having a
meaningful impact on reducing unnecessary utilization or expenditures.

Looking at the 22 PCMH activities separately, only preventive screenings were
associated with lower total Medicare expenditures. Medicare beneficiaries in practices that
delivered these screenings at visits specifically scheduled for this purpose proactively identified
needed preventive services at other visits, and used registries or clinical decision support tools to
identify patients overdue for these screenings had $52.30 lower total Medicare spending per
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month compared with practices not engaging in these activities. Again, Michigan reported
engaging in this activity at the highest rate among MAPCP Demonstration states, although
Maine and New York providers also engaged in this activity at a statistically significantly higher
rate than the average MAPCP Demonstration state.

The finding that preventive screenings are associated with large reductions in total
Medicare expenditures is noteworthy because the research literature on preventive care largely
finds little evidence of savings (Cohen & Neumann, 2009). One possible explanation for the
large savings associated with preventive screenings found in our analyses is that it is acting as a
proxy for an unobserved practice characteristic associated with preventive screening delivery. A
recent study found that family physicians who practice more comprehensive care (by offering
more types of services) incur lower Medicare expenditures (Bazemore, Petterson, Peterson, &
Phillips, 2015). Primary care practices in the MAPCP Demonstration that emphasize preventive
services might also offer a very comprehensive set of services, and it may be this factor, rather
than the screenings themselves, that is driving the result in our analyses. The provider survey did
not ask about the range of services offered, so this possible explanation could not be explored
further.

Although conducting preventive screenings was the only individual PCMH activity
associated with significantly lower total Medicare spending, several other activities were
associated with reductions in at least one of the utilization and expenditure measures. These
promising activities were as follows: using alternate types of patient contact, having formalized
practice agreements and referral protocols, using registries to track and guide the care delivered
to high-risk patients systematically, identifying complex patients in need of care management,
engaging patients with chronic conditions by providing goal-setting and action planning,
identifying and incorporating patient preferences into care planning, and engaging in formal
quality improvement activities. Given the large number of activities that practices are typically
asked to adopt as part of the PCMH model of care, these findings may be helpful for practices or
initiative sponsors seeking to understand which components of the PCMH model offer the
largest “bang for the buck” and may, therefore, be worth prioritizing.

Although this analysis identified many PCMH activities associated with reductions in
utilization and expenditures, we also identified some PCMH activities associated with increases.
These activities included regular review of medications and referral of patients to behavioral
health therapists. Nearly all respondents to the provider survey indicated a high level of adoption
of medication review; 98 percent of the beneficiaries included in this analysis were attributed to
practices that had high-level adoption of medication reviews. The lack of variation in this
practice feature raises concerns that the small number of beneficiaries in practices that did not
report engaging in this activity at a high level may be unusual in ways that we were unable to
control for in the analysis, or that these practices may differ in ways that our analyses did not
measure.

Although we find a significant increase in total Medicare expenditures for patients in
practices that regularly referred patients to behavioral health therapists, these may be short-run
increases reflecting improved access to and greater use of behavioral health care services. It is
possible, however, that addressing behavior health problems will reduce costs in the longer run.
Investments in behavioral health care may require several years to yield dividends, as patients
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gradually learn to accept a behavioral health condition, find a psychotropic medication that
works for them, and adopt coping strategies that enable them to better deal with life, self-manage
other physical conditions, and stay out of the hospital.
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CHAPTER 3
CROSS-STATE FINDINGS

3.1 Initiative Features

This section presents a snapshot of key features of the eight state initiatives and identifies
the differences and commonalities among them. Differences in the characteristics of state
initiatives—such as the length of time each has been in operation, requirements for practices, the
extent of community-based resources, and structure of the payment system—are of critical
importance in understanding the overall changes observed during the MAPCP Demonstration.
This section creates a context for understanding the findings from the overall evaluation.

3.1.1 State Environment

All state initiatives had a history of collaboration, but these previous collaborations
differed in their primary partners. Before applying to participate in the MAPCP Demonstration,
six states (Maine, Minnesota, New York, Pennsylvania, Rhode Island, and Vermont) already had
multi-payer patient-centered medical home (PCMH) initiatives, building on multiyear histories
of broad-based collaborative efforts with payers, providers, and other stakeholders. Michigan had
a similar history of collaboration through the multi-stakeholder Michigan Primary Care
Consortium, but did not have a multi-payer initiative before the MAPCP Demonstration. North
Carolina had a long history of collaboration to advance care coordination between the state and
providers for Medicaid beneficiaries and, at the time of application, expanded that partnership to
include commercial payers.

All state initiatives leveraged funding from sources other than participating payers to
fund portions of their PCMH initiatives or other programs complementing their PCMH
initiatives. For example, Vermont used the proceeds from a tax on medical claims to support its
health information exchange (HIE) and clinical registry. All state initiatives also participated in
other relevant federal initiatives and pursued new opportunities to leverage federal resources to
improve their delivery systems. For example, six of eight states (all but Minnesota and
Pennsylvania) had at least one health home state plan amendment in effect. Table 3-1 details
these federal initiatives for each state.
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Table 3-1
Demonstration state participation in federal initiatives to improve delivery of care as of

December 31, 2014
New Rhode North
State York @ Island Vermont Carolina Minnesota Maine Michigan Pennsylvania
SIM Round 1 = Yes, Yes, Yes, No Yes, Model = Yes, Yes, Yes,
Model = Model Model Test Model = Model Model
Pretest Design Test Test Design Design
SIMRound 2 @ Yes, Yes, N/A No N/A N/A Yes, Yes,
Model = Model Model Model
Test Test Test Design
Financial Yes, Yes No No Yes, No Yes, No
Alignment MOU MOU signed MOU
Initiative signed signed
Health Homes = Yes Yes Yes Yes No Yes Yes No
(§2703)
Medicare 646 = No No No Yes Yes No No No
NOTES:

For more information about these federal initiatives, please see the following:

e SIM Initiative, http://innovation.cms.gov/initiatives/state-innovations/

* Financial Alignment Initiative, http://innovation.cms.gov/initiatives/Financial-Alignment/

» Health Homes (§2703), http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-
Services-and-Supports/Integrating-Care/Health-Homes/Health-Homes.html

e Medicare 646, http://innovation.cms.gov/initiatives/Medicare-Health-Care-Quality/

MOU = memorandum of understanding; N/A = not applicable; SIM = State Innovation Models.

3.1.2 Demonstration Scope

Table 3-2 shows participation in the MAPCP Demonstration as of the end of the
evaluation period (December 31, 2014). As of that date, the eight states reported a total of
3,042,937 all-payer participants in the MAPCP Demonstration, an increase of 817,400 all-payer
participants (37%) over the numbers reported at the end of Year One. According to the states’
applications, 4,052,346 individuals were estimated to be eligible to participate in the state
initiatives. As a whole, the initiatives met 75 percent of the all-payer projection by December 31,
2014. The size of each state initiative varied widely. Across the entire demonstration period,
Michigan’s PCMH initiative always had the most participants (1,175,586 as of December 31,
2014), and Rhode Island always had the fewest (65,174 as of December 31, 2014).

CMS attributed 724,775 Medicare fee-for-service (FFS) beneficiaries to participating
practices as of December 31, 2014—an increase of 316,768 Medicare beneficiaries (78%) since
the end of Year One. According to the states’ applications, 783,621 Medicare beneficiaries were
estimated to be eligible to participate in the state initiatives. The state initiatives met 92 percent
of the Medicare projection by December 31, 2014. The number of Medicaid beneficiaries was
1,483,433 at the end of the evaluation period.
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Table 3-2
MAPCP Demonstration scope in each state as of December 31, 2014

Participants Payers
Medicare FFS Medicaid (including

State Geographic scope All-payer? beneficiaries’ beneficiaries* Practices® Providers® Medicare)?
New York Regional (4 counties) 93,262 29,093 47,271 37 192 9
Rhode Island Statewide 65,174 13,636 27,402 16 104 5
Vermont Statewide 281,880 84,151 127,319 125 645 5
North Carolina Regional (7 counties) 83,353 33,393 — 40 161 4
Minnesota! Statewide 1,050,003 159,435 685,104 213 2,732 N/A
Maine Statewide 140,082 59,524 73,124 70 508 6
Michigan Statewide 1,175,586 299,907 456,877 312 1,709
Pennsylvania Regional (2 regions) 153,597 41,636 45,925 36 316 5
Total — 3,042,937 724,775 1,483,433 849 6,367 N/A

NOTES:

 The number of all-payer participants is the point-in-time number reported by the states as of December 31, 2014.

« Demonstration practices include only those practices with attributed Medicare FFS beneficiaries, and participating providers are providers associated with
those practices.

+ The numbers of Medicare FFS beneficiaries are cumulative, representing the number of Medicare FFS beneficiaries who had ever been assigned to
participating demonstration practices for at least 3 months.

+ The numbers of Medicaid beneficiaries are cumulative, representing the number of Medicaid beneficiaries who had ever been assigned to participating
demonstration practices for at least 3 months.

 Because of a change in their Medicaid management information system in 2013, North Carolina was able to provide Medicaid enrollment and claims data only
through March 2013.

Minnesota does not report individual commercial insurance plan participation in its quarterly reports to CMS.

ARC = Actuarial Research Corporation; CMS = Centers for Medicare & Medicaid Services; FFS = fee-for-service; MAPCP = Multi-Payer Advanced Primary
Care Practice; — = data not available; N/A = not applicable.

SOURCES: ?Quarterly State Progress Reports to CMS; 3SARC MAPCP Demonstration Beneficiary Assignment File; “State Medicaid enrollment and claims files;
SARC MAPCP Demonstration Provider File.

1



Actual participation was less than projected for several reasons, including an
overestimation of the number of Medicare beneficiaries eligible for the demonstration; less
participation than anticipated among commercial payers; changes in patient attribution and
assignment algorithms; and practices’ failure to meet participation requirements or their
departure from the demonstration.

The numbers of participating practices and providers varied greatly by state. As of
December 31, 2014, Michigan had the largest number of practices, and Minnesota had the largest
number of providers. Throughout the demonstration, Rhode Island always had the smallest
numbers of practices and providers.

With the exception of Pennsylvania, payer participation was relatively steady throughout
the MAPCP Demonstration evaluation period. North Carolina reported the fewest number of
payers (four), and New York reported the largest number (nine). Payer participation in states
reporting individual commercial payers did not change at all in three states (New York, Rhode
Island, and Vermont). Maine, Michigan, and North Carolina each added one payer after launch.
Pennsylvania reported the greatest amount of change, with four payers exiting the demonstration
during the 3 years.

The MAPCP Demonstration was set to end before December 31, 2014 in five of the eight
states (June 30, 2014, for New York, Rhode Island, and Vermont; September 30, 2014, for
Minnesota and North Carolina). Medicare and the other participating payers in these states
agreed to extend their participation through the end of 2014. In September 2014, CMS offered to
extend the demonstration for 2 additional years, through December 31, 2016, for the six state
initiatives using shared support teams to help practices coordinate care (Maine, Michigan, New
York, North Carolina, Rhode Island, and Vermont). CMS elected to extend these six
demonstrations because community-based entities that provided care coordination services in
these states were not eligible to use Medicare’s Chronic Care Management code, which became
effective on January 1, 2015, to bill independently for care coordination services. If the revenue
stream were disrupted, CMS was concerned that valuable infrastructure that had been put in
place could break down before final evaluation results from the demonstration were available.
Subsequently, North Carolina’s commercial payers chose to focus their PCMH efforts on single-
payer initiatives and declined to extend their participation in the state’s multi-payer initiative
beyond December 2014. As a result, the MAPCP Demonstration was terminated in North
Carolina as planned. Interviewees suggested various reasons as to why the commercial plans
may have declined to extend their participation in North Carolina’s multi-payer initiative,
ranging from budget considerations (e.g., plans may not have budgeted payments to the networks
for 2015-2016) to the changing market forces in the state (e.g., the rise of accountable care
organizations [ACOs], which could provide Community Care of North Carolina [CCNC]-like
services for their members). Minnesota and Pennsylvania practices were eligible to use the new
codes to maintain an ongoing source of revenue to support care management and other
infrastructure, so they were not offered the opportunity to extend the demonstration. Thus, the
MAPCP Demonstration ended on December 31, 2014, as planned, in these three states; the
remaining five continued through the end of 2016.



3.1.3 Practice Expectations

As previously reported, all state initiatives established standards and performance
requirements that practices had to meet and maintain to participate in the demonstration and
receive payment (qualification standards). These expectations assured payers that practices
undertook the activities necessary to transform their practices to justify the enhanced payment.
This section identifies and examines key components of states’ practice expectations.

PCMH recognition standards were the core requirements for practices to join the MAPCP
Demonstration. All eight state initiatives established such standards. No state altered the base of
its standards after the first year of the demonstration. Six state initiatives (Maine, New York,
North Carolina, Pennsylvania, Rhode Island, and Vermont) based their standards largely on the
National Committee for Quality Assurance (NCQA) PCMH recognition standards; these six
states, however, also required practices to meet additional state-specific criteria. For example, in
addition to attaining NCQA recognition, Maine required its practices to meet its initiative’s 10
Core Expectations. Practices in North Carolina also were required to meet standards set through
the Blue Cross and Blue Shield of North Carolina Blue Quality Physician Program (BQPP),
which also required NCQA PCMH recognition.

Two states (Michigan and Minnesota) did not require practices to achieve NCQA
recognition as a condition of participation. Michigan allowed practices to choose to obtain
recognition from NCQA or through the Blue Cross Blue Shield (BCBS) of Michigan Physician
Group Incentive Program (PGIP). Minnesota developed its own state Health Care Homes (HCH)
standards and, since July 2010, has administered its own process for practices seeking
recognition.

Although the expectations established by the eight state initiatives varied, states generally
established requirements addressing three aspects of performance: practice transformation,
quality improvement, and data reporting. Practice expectations are summarized in greater depth
in Table 3-3 in Section 3.3.1.

* Four states (Maine, Michigan, Pennsylvania, and Rhode Island) required practices to
participate in activities designed to help them transform their practices, including
learning collaboratives, practice coaching, webinars, and phone calls.

* Five states (Michigan, Minnesota, New York, North Carolina, and Vermont) required
practices to take specific actions to improve quality, including the establishment of
quality improvement teams, development of quality improvement plans, and the
development and adoption of evidence-based care protocols.

* Seven states (Maine, Michigan, Minnesota, New York, Pennsylvania, Rhode Island,
and Vermont) expected participating practices to report information to the state
initiatives. Most commonly, practices were required to report on state-specified
clinical, quality, or performance-based metrics.

Two states (Pennsylvania and Michigan) modified practice expectations before launch.
Specifically, Pennsylvania introduced a new requirement that practices complete a Practice
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Performance Assessment Framework. Michigan modified its expectations for care management
staffing ratios. Four states (Maine, North Carolina, Pennsylvania, and Rhode Island) modified
their practice expectations during the demonstration’s evaluation period. Maine required
practices to collaborate with the newly created community care teams (CCTs) in January 2012.
In 2013, North Carolina no longer required practices ineligible for the additional payment for
receiving BQPP recognition to meet all of the additional BQPP requirements. Also in July 2013,
Pennsylvania updated the aforementioned practice assessment to align more closely with shared
savings measures. Finally, Rhode Island modified its requirements for practices in April 2013,
with the implementation of a new common contract, called the Developmental Contract, for all
participating practices.

3.1.4 Support to Practices

The eight state initiatives implemented varying payment methodologies to compensate
practices for the initial and ongoing costs of meeting practice transformation requirements and
functioning as a PCMH. These payments allowed practices to invest in changes to transform the
way in which they delivered care to their patients. The most common payment approach across
the eight states was the introduction of per member per month (PMPM) payments made in
addition to existing payments for services. CMS used a per beneficiary per month methodology
for Medicare FFS beneficiaries in each state, although Minnesota practices were required to
submit claims to receive the payment.

Some payers (including some commercial payers in Michigan, Minnesota, New York,
and North Carolina and Medicaid FFS in New York) paid providers using other means, such as
enhanced FFS rates for certain primary care visits. In most cases, these alternative payments
were equivalent to or higher than the PMPM rates. In four states, one or more participating
payers stratified payments to practices based on patient complexity (Minnesota and North
Carolina), NCQA PCMH recognition year or level (North Carolina and Vermont), or age
(Pennsylvania). Four states (Michigan, Pennsylvania, New York, and Rhode Island) also
incorporated pay-for-performance into their payment methodologies. For example,
Pennsylvania’s payment methodology included a shared savings arrangement in which PMPM
payments were reduced annually as practices became eligible for a greater share of savings. Four
states (Maine, New York, North Carolina, and Rhode Island) modified their payment models
during the demonstration period, described in detail in Section 3.2.1.

Since the start of the demonstration, six state initiatives (Maine, Michigan, New York,
North Carolina, Rhode Island, and Vermont) used shared support teams to some extent to
support participating practices and patients. Maine had CCTs; Michigan had physician
organizations (POs); New York had Pods; North Carolina had networks; and Vermont had
community health teams (CHTs). In Rhode Island, support teams initially were limited to the
care management services provided by South County Hospital to a few practices. Vermont also
had SASH teams to support Medicare beneficiaries mostly living in community housing.
Although these organizations vary in structure, staffing, and payment, all were intended to
augment the care coordination provided by practices and improve links among primary care
practices and community services. In some states, these organizations are also intended to
support other activities in practices, such as quality improvement.
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In addition to providing financial support to practices and shared support teams, every
state initiative offered technical assistance to practices, including learning collaboratives, in-
person meetings, practice coaching, and distance learning such as webinars or conference calls.

Throughout the MAPCP Demonstration, some MAPCP Demonstration participants had
access to the MAPCP Demonstration Web Portal that allowed practices to receive—quarterly—
three sets of Medicare-specific reports and files: practice-level feedback reports, beneficiary
utilization files, and beneficiary assignment files. Practice-level feedback reports showed
summary information on key Medicare FFS expenditures, utilization, and quality of care
measures. The feedback reports detailed changes over time in the key measures, and they
permitted benchmarking to other participating practices within the state. The goal of the
feedback reports was to provide participating practices with timely interim feedback on their
performance for quality improvement purposes. Beneficiary utilization files provided practices
with beneficiary-level information on health status and utilization information to assist with
practice efforts to improve risk assessment and care management. Beneficiary assignment files
supplied the names of Medicare FFS beneficiaries assigned to participating practices each
quarter, as well as some demographic information.

Practices in five of the eight participating states (Maine, New York, Pennsylvania, Rhode
Island, and Vermont) had access to the MAPCP Demonstration Web Portal.! Users began getting
credentials for the portal in April 2012. Practice feedback reports were distributed to
participating practices in New York, Rhode Island, and Vermont starting in July 2012, and to
Maine and Pennsylvania practices starting in October 2012. States had primary responsibility for
encouraging organizations (e.g., CHTs, CCTs, Pods) and practice staff to access the files and for
providing training on using the portal and information in the files.

Some state initiatives and participating payers made additional data available to MAPCP
Demonstration practices, either aggregated by the state initiative (Maine, Minnesota,
Pennsylvania, and Vermont) or from individual payers (see Chapters 4 through 11 for more
details). Data came from various sources, including administrative claims, all-payer claims
databases, HIEs, and clinical registries. Generally, data were aggregated into reports that were
provided on a quarterly or semiannual basis. For example, the Maine Health Management
Coalition, Michigan Data Collaborative, and CCNC Informatics Center all developed new and
refined data reports using cost and utilization data from participating commercial payers during
the evaluation period.

3.2 Implementation

This section is based on primary data gathered from site visits to the eight demonstration
states conducted throughout the evaluation. It synthesizes key themes and findings from the
implementation experience of state officials, payers, and providers across the states and
highlights similarities and differences among the states.

I Two states (North Carolina and Michigan) distributed similar information to practices through their own data

systems, so they did not use the MAPCP Demonstration Web Portal. Minnesota also did not use the MAPCP
Demonstration Web Portal because the state did not use a process for assigning Medicare beneficiaries to
practices, as was the practice in the other states.
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3.2.1 Major Changes During the Evaluation Period

The most common structural changes made to state initiatives during the evaluation
period are related to either payment or governance. As discussed in Section 3.1.4, payers in four
states modified their payment methodologies during the evaluation period; however, these
changes did not affect Medicare’s payments. In 2012, stakeholders in New York agreed to
earmark $0.50 of the practices’ $7.00 PMPM payments to introduce a pay-for-performance
component to their payment methodology. Rhode Island introduced a new provider contract in
2012 and again in 2013; under both contracts, providers became eligible to receive performance-
based incentive payments in addition to their base PMPM payments. In the other two states,
payment changes were limited to individual payers. In Maine, the implementation of a health
home program required MaineCare to change its payments to CCTs so that payments were made
only for individuals receiving services, rather than on a PMPM basis. The opposite occurred in
North Carolina, where the State Employee Health Plan modified its contract so that it made
monthly population-based payments to the regional community care networks, rather than an
annual lump-sum payment intended to cover services for only their high-risk members.

Michigan, New York, and Rhode Island modified their governance models to streamline
decision-making processes. Program leaders in Michigan established a Stewardship and
Performance Group made up of thought leaders charged with assessing the program and
developing recommendations for its improvement. New York created an Executive Committee
within its larger Governance Committee, which allowed participating providers and plans to
address issues of concern more nimbly, compared with previous years; recommendations from
the Executive Committee still required approval by the Governance Committee. Finally, toward
the end of the demonstration’s evaluation period, Rhode Island transferred governance to the
Care Transformation Collaborative of Rhode Island (CTC), a newly incorporated nonprofit
organization created to carry on and expand the work started by the Chronic Care Sustainability
Initiative (CSI). CTC maintained much of the existing CSI committee structure within its board.

Over the course of the MAPCP Demonstration evaluation period, most changes made to
state initiatives were refinements to the models rather than large structural changes. Program
leaders in each state monitored early performance and tailored practice supports and technical
assistance opportunities to identify and spread best practices, including strategies to identify and
engage high-risk, high-cost individuals who would benefit most from enhanced care
management services. As a result of this work, stakeholders in several states increasingly worked
with providers to strengthen the ways in which primary care providers (PCPs) and shared support
teams could meet individuals’ behavioral health and palliative care needs. States and
participating payers also worked to refine and augment data systems to support practices in
identifying at-risk individuals. For example, Michigan launched a pilot program that gave care
managers access to real-time admission, discharge, and transfer (ADT) notifications.

3.2.2 Major Implementation Issues

Throughout the three rounds of site visits, the most commonly reported implementation
issues pertained to either data or payment. Practices’ frustration with the timeliness and quality
of claims data, which states and payers provided to practices as ways to monitor performance
and identify gaps in care, persisted throughout the evaluation period. State officials noted that
interoperability issues between electronic health records (EHRs) limited data sharing across
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providers in many states. Further, interviewees also noted that providers did not fully utilize
HIEs (e.g., Rhode Island’s CurrentCare) or other claims and clinical data repositories (e.g.,
Vermont’s DocSite, MAPCP Demonstration Web Portal). Reasons given for providers’ low
utilization of these data systems included concerns that data were unreliable or incomplete and
that providers found the systems difficult or onerous to use.

In the initiatives’ third years, interviewees in six states (all but New York and Rhode
Island) were still reporting that participating practices or the shared support teams (e.g., CHTs)
either received payments for fewer participants than expected or that the PMPM payments were
insufficient to sustain practice transformation. This was particularly true in Michigan and
Minnesota, where some payers required practices to submit claims for care management services
rather than paying a PMPM amount. In some cases, data and payment issues were related. For
example, practices and POs in Michigan noted that some of the care management billing issues
were due in part to the timeliness and accuracy of the attribution lists. Low participation among
self-insured employers using participating commercial payers as third-party administrators or
administrative service-only plans also contributed to these issues, with practices receiving lower
payments than anticipated and providers having difficulty identifying who was and who was not
eligible for enhanced services.

3.2.3 External and Contextual Factors Affecting Implementation

States’ political environments were relatively stable during the evaluation period. Only
one of the eight states (North Carolina) elected a new governor during this period, and legislative
control changed hands in only three states. Despite these administrative and legislative changes,
political support for the state initiatives remained strong and, for the most part, did not affect
implementation or day-to-day operations of the state initiatives. The one exception was
Pennsylvania, where payer attrition was associated, in part, with less pressure for payer
participation by the new administration, as well as a policy change in Medicaid managed care
plans renewal contracts that no longer required Medicaid to participate in the state initiative.

The most significant external factor affecting implementation was the fact that each state
had many other concurrent health care reform initiatives underway during the evaluation period.
As seen in Table 3-1, six of the eight states received SIM Model Test Awards ranging from
$33 million (Maine) to $99.9 million (New York) to implement statewide delivery and payment
reforms. All MAPCP Demonstration states receiving a SIM Model Test Award planned to build
upon their PCMH initiatives in some way. Further, six of the eight states had implemented one or
more health home programs, which built upon the principles of the PCMH to better meet the
needs of individuals with severe and persistent mental illness or comorbid chronic medical
conditions. The growth of accountable care models also accelerated during the evaluation period.
During the interviews, stakeholders across the states generally felt that the contemporaneous
initiatives dovetailed with the multi-payer PCMH initiatives, strengthening the primary care base
on which the larger reforms were built. Some “change fatigue” was reported, as state officials
and providers sometimes were faced with competing priorities and limited time and resources.
Several interviewees in Pennsylvania, for example, felt that the state’s SIM planning was a
distraction for the Chronic Care Initiative (CCI). Practices participating in the MAPCP
Demonstration largely benefited from these complementary state initiatives. For example, the
Maine Health Management Coalition began producing practice feedback reports with medical
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and pharmacy claims data for primary care practices across the state as part of the state’s SIM
initiative, which benefited both MAPCP Demonstration and non-Demonstration practices.

3.2.4 Lessons Learned

Several lessons emerged from our 3 years of site visit interviews. First, given the range of
practices that participated in the MAPCP Demonstration, it is clear that practice transformation is
achievable for small, medium, and large practices in both rural and urban settings, as long as
they are provided with sufficient resources, technical assistance, and aligned incentives and
expectations across payers.

Second, although practices generally view the PCMH model as a population-based
approach to care that applies to their entire patient panel, limited resources (e.g., care managers’
time) often are allocated to patients with the greatest need and to areas that are expected to
maximize benefit. Robust data infrastructure and reporting can play integral roles in identifying
which individuals may benefit most from enhanced services such as care management. However,
focusing on a subset of patients can make it challenging to demonstrate impacts measured across
the full patient population.

Finally, implementing multi-payer PCMH initiatives is a complex process that requires
significant time and resources for all involved. Interviewees across states and stakeholder groups
were concerned that 3 years would not be enough time to show positive results, particularly in
states where practices were still working to attain PCMH recognition during the first 2 years of
the evaluation period. This had the potential to create tensions between stakeholders, because
state leadership and payers wanted to see a return on investment to be able to make the case that
they should continue participating in the program. The MAPCP Demonstration benefited from
strong leadership and collaboration among the key stakeholders in nearly every state. Although
there was some reported frustration that early outcomes did not show the short-term savings that
some had anticipated, this leadership and collaboration resulted in seven of the eight states (all
except Pennsylvania) being able to keep all participating payers at the table throughout the
demonstration evaluation period, and, with Medicare’s continued participation, five states
(Maine, Michigan, New York, Rhode Island, and Vermont) secured commercial payer
participation through 2016.

3.3 Practice Transformation

In this section, we describe the changes that practices made to join and maintain
participation in the MAPCP Demonstration (Section 3.3.1); their views of the technical
assistance made available to them to help them adopt the PCMH model of care (Section 3.3.2);
and their views of the payment models used (Section 3.3.3). In Section 3.3.4, we move from
discussing interview findings to discussing the results of our MAPCP Demonstration provider
survey, fielded near the end of the demonstration, which allowed us to identify different states’
levels of adoption of the overall PCMH model and specific PCMH domains of care. We also
draw on our survey data to identify those PCMH activities that were widely adopted by
demonstration practices and those more difficult for practices to implement.
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3.3.1 Changes Practices Made During the Demonstration

PCMH recognition and practice transformation. All MAPCP Demonstration states
required practices interested in participating in their initiative to meet PCMH practice
recognition requirements (summarized in Table 3-3), either before entering the demonstration
(Maine, Michigan, Minnesota, Pennsylvania, and Vermont) or within a certain number of months
of entering the demonstration (New York, North Carolina, and Rhode Island). Five states chose
to require practices to become recognized by the NCQA as a PCMH, whereas one state required
practices to meet a mix of NCQA PCMH standards and their state’s Blue Cross standards (North
Carolina) and another allowed practices to choose which of these two standards to meet
(Michigan). One state chose to require practices to meet its own state-developed standards
(Minnesota’s HCH standards, developed by the state government in consultation with
stakeholders). Among the five states that opted to use only NCQA’s PCMH standards, four of
these states required practices to meet some additional state-specific criteria (e.g., the
requirement that Rhode Island practices use an EHR that meets “Stage 1” standards to qualify for
EHR incentive payments from Medicare or Medicaid).

Some common care processes frequently emphasized by states” PCMH recognition
requirements included:

*  Access. Offering same-day or next-day appointments, and clinical advice by phone or
e-mail.

*  Population management. Generating lists of patients and reminding them to come in
for overdue preventive services, chronic care services, and so on.

* Care management. Engaging in previsit planning, creating a care plan with treatment
goals, assessing barriers to patients achieving their goals, and giving patients clinical
summaries of visits.

* Referral tracking. Giving specialists the reason for a referral and pertinent clinical
information and obtaining specialists’ reports, and so on.

* Self-care. Giving patients educational resources regarding self-management of
chronic conditions (e.g., diabetes) and referring them to resources.

*  Quality improvement. Setting goals and working to improve performance on quality
measures or PCMH care processes not yet fully adopted.

Practices in some states also worked on additional activities, such as screening for
behavioral health issues (i.e., mental health and substance abuse); engaging in patient education
about self-management of common chronic conditions (e.g., diabetes, asthma); getting
physicians to discuss the need for advance directives specifying end-of-life care preferences with
patients; adopting more aspects of team-based care (e.g., daily “team huddles”); tracking and
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improving performance on quality measures; and hiring new types of staff (e.g., pharmacists,
social workers, dieticians, behavioral health specialists).?

Table 3-3 summarizes each MAPCP Demonstration state’s PCMH practice recognition
requirements.

Practice staff we interviewed usually praised the PCMH model of primary care and could
not imagine reverting to their old way of delivering care. Practices viewed the benefits of the
PCMH model as improving staff engagement, motivation, and satisfaction (though sometimes
increasing workloads); improving patient satisfaction; improving quality of care; improving
access to care; moving practices in the “right” direction; and preparing practices to participate in
ACO contracts.

Yet practices also acknowledged the costs of adopting the PCMH model (felt more
acutely at the start of the demonstration), including the time needed to redesign care processes,
the difficulty of trying to get staff to do things in new ways, and the administrative burden they
felt was involved in preparing and compiling documentation to gain (and then maintain)
recognition as a PCMH by NCQA or other certifying entities.

Practice staffing changes. To meet states’ PCMH recognition standards, the main
activities that demonstration practices typically engaged in were hiring or repurposing existing
staff to serve as care managers; having staff use EHRs to create registries of patients to target
with care management services; and adopting a team-based approach to care, involving practice
staff all working at the top of their license to care for a shared set of patients. In later years,
practices often worked on refining their implementation of the PCMH model, such as by revising
job descriptions for care managers (e.g., having registered nurses [RNs] do clinical charting and
care plan development, and medical assistants [MAs] do scheduling and data entry) and better
integrating them into their practice activities and workflow; customizing their EHRs to reflect
their practice’s unique needs; and securing better data exchange with hospitals to allow care
coordinators to actively manage care transitions.

2 For descriptions of the PCMH activities that practices tended to focus on in different states, see the “Changes
Practices Made During the Evaluation Period” section in each state chapter in this report.
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State
New York

Rhode Island

Table 3-3

PCMH recognition requirements for practices participating in the MAPCP Demonstration

PCMH
standards

NCQA

NCQA

Minimum score

Level 2

+ state-specific
mandatory criteria

(within 12—18
months)

Level 1

+ state-specific
“must-pass”
NCQA elements

(within 6 months)

Initial requirements

Care processes emphasized
(e.g., state-specific mandatory criteria not required in NCQA)

Practices had to:

Use e-prescribing;

Participate in a disease registry;

Develop data reporting capabilities;

Meet expanded access requirements, including round-the-clock
telephonic access; and

Offer same-day scheduling for urgent care.

P4P incentives starting in 2013, based on member satisfaction,
utilization (admissions, preventable ER visits, readmissions), and
development of a practice improvement plan.

Practices had to:

Employ an EHR that meets Stage 1 MU standards;

Hire and train a nurse care manager;

Participate in training and reporting activities, including learning
collaboratives;

Implement after-hours care protocol within 6 months; and
Comply with best practices for care transitions.

Base payment in first year; payment tied to reporting measures in
second year; payment tied to performance on measures in third and
fourth years for quality, patient satisfaction, and utilization; and
payment in fifth year tied to same metrics plus reporting measures
of nurse care manager activity around high-risk patients.

Subsequent
requirements

Recertify as an NCQA
Level 2 PCMH within 3
years, and employ an
EHR that meets MU
requirements

In second year, attain
NCQA Level 2 PCMH,
maintain prior
requirements, and
establish compacts with
at least four specialists;
in third, fourth, and fifth
years, attain and
maintain NCQA Level 3
PCMH and maintain
prior year requirements

(continued)
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State

Vermont

North Carolina

Minnesota

Table 3-3 (continued)

PCMH recognition requirements for practices participating in the MAPCP Demonstration

PCMH
standards

NCQA

NCQA

Minnesota
HCH
standards

Minimum score

Level 1

+ state-specific
mandatory criteria

Level 1
(by end of first
year)

Meet 100% of
standards (though
“variances” given
for particular
standards, if
practice agrees to
a corrective action
plan that will
eventually allow
them to meet a
standard)

Initial requirements

Care processes emphasized

(e.g., state-specific mandatory criteria not required in NCQA)

Practices had to:

Designate a quality improvement team that meets at least
monthly and works with the state quality improvement program,
EQuIP;

Enter into an agreement with the local CHT to integrate its
services into the practice; and

Enter into agreements with the state’s HIE/HITECH REC and
demonstrate progress toward being able to communicate with the
centralized state-endorsed clinical registry.

BCBSNC’s BQPP requirements (which had to be met by the end of the
second year) were as follows:

E-prescribing;

Electronic claims submission;
Cultural competency training; and

A triage protocol for after-hours care.

Year One standards required practices to:

Offer round-the-clock access to practice staff with access to
patients’ records;

Engage in population health management using an electronic
searchable registry;

Engage in care coordination using team-based care;
Develop individualized care plans for high-risk patients;
Have a Quality Team and a Quality Plan; and

Report on quality measures regarding vascular health, asthma,
diabetes care, depression, colorectal cancer screening, patient
experience, and 30-day all-cause readmissions.

Subsequent
requirements

Recertify as an NCQA
Level 1 PCMH within 3
years

BCBSNC’s Blue Quality
Physician Program
requirements (by end of

second year), described at
left

Meet the state’s first
recertification standards
and then the second
recertification standards
(which are different from
each other) at 18-month
intervals
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Table 3-3 (continued)

PCMH recognition requirements for practices participating in the MAPCP Demonstration

PCMH
State standards

Maine NCQA

Michigan BCBS
Michigan’s
PGIP: PCMH
designation
or

NCQA

Minimum score

Level 1

+ 10 core
expectations

BCBS Michigan
PCMH
designation

or
NCQA Level 2

Initial requirements

Care processes emphasized

(e.g., state-specific mandatory criteria not required in NCQA)

Practices had to meet 10 core expectations:

Leadership commitment;

Team-based approach to care;

Population management;

Enhanced beneficiary access;

Integrated care management;

Integrated behavioral and physical health;

Patient and family inclusion;

Community connections (including public health organizations);

Commitment to reduce unnecessary spending and improve cost
effectiveness; and

Integration of health IT.

Care processes emphasized in BCBS Michigan’s PCMH standards
(must-pass elements):

Population management (registry functionality);

Expanded access (expanded hours, round-the-clock access to a
clinical decision maker, and 30% open access slots);

Quality measurement (performance reporting);

Care management staffing (either directly or through affiliated
PO, at a minimum mandatory staffing ratio);

Referral and tracking capacity between specialists and primary
care practices;

Affiliation with a PO,

Participation in learning activities; and

Performance measures: utilization, clinical quality (e.g., asthma,
cancer screening, diabetes, well-child visits, cardiovascular
disease), capability (e.g., self-management supports available).

Subsequent
requirements

Recertify as an NCQA
Level 1 PCMH within 3
years

Recertify as a BCBS
Michigan PCMH annually

or

Recertify as an NCQA
Level 2 PCMH within 3
years
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Table 3-3 (continued)
PCMH recognition requirements for practices participating in the MAPCP Demonstration

Initial requirements

PCMH Care processes emphasized Subsequent
State standards Minimum score (e.g., state-specific mandatory criteria not required in NCQA) requirements
Pennsylvania NCQA Level 1 State-specific must-pass NCQA elements included: Recertify as an NCQA
+ state-specific » For practices certified with NCQA’s 2008 PCMH standards: Level 1 PCMH within 3
must-pass NCQA — Nonphysician staff perform basic care management S = e smalle':r
elements (element 3C) number of state-specific

. L must-pass elements
—  Specific care management activities (element 3D) p

— Patient education and self-management of conditions

(element 4B)
= For practices certified with NCQA’s 2011 PCMH standards:

—  Care planning and management (NCQA 2011 element 3C)

—  Quality measures used when calculating shared savings
payments differ for adult and pediatric practices but cover
three domains: prevention; management of chronic
conditions; and clinical care management

—  Practices must demonstrate transformation on a state-
specific self-assessment survey, and pass annual site audits
to assess care management systems

NOTES:

* Both the 2008 and 2011 NCQA PCMH standards use a three-tier recognition approach, whereby practices are recognized as a Level 1, 2, or 3 PCMH,
depending on the percentage of NCQA standards they meet; Level 3 is the most advanced level of recognition.

* From 2008 to 2010, PCMH recognition was only available from NCQA using their 2008 standards.

* In 2011, practices could become recognized as a PCMH using NCQA’s 2008 or 2011 standards.

« Starting in 2012, practices could use only NCQA’s 2011 standards to obtain PCMH recognition.

BCBS = Blue Cross Blue Shield; BCBSNC = Blue Cross Blue Shield of North Carolina; BQPP = Blue Quality Physician Program; CHT = community health
team; EHR = electronic health record; EQuIP = Expansion and Quality Improvement Program; ER = emergency room; HCH = Health Care Home; HIE = health
information exchange; HITECH REC = Health Information Technology for Health and Clinical Health Regional Extension Center; health IT = health
information technology; MAPCP = Multi-Payer Advanced Primary Care Practice; MU = meaningful use; NCQA = National Committee for Quality Assurance,
P4P = pay-for-performance; PCMH = patient-centered medical home, PGIP = Physician Group Incentive Program; PO = physician organization.



Care coordinators generally were viewed as the most central, transformative aspect of the
PCMH model. As a new role in these practices, there was wide variation in the clinical
background of care coordinators (e.g., RNs, MAs, social workers), the number of patients they
managed, and their duties, although three core tasks emerged:

*  For high-risk patients. Care coordinators tended to identify, obtain, and summarize
records from all other providers and answer patient questions between visits.

*  For patients due for preventive services. Care coordinators would mine their EHR to
identify these patients and then contact them to schedule appointments.

*  For patients recently seen in the hospital or ER. Care coordinators would find out
when their patients were seen in the hospital and then contact them by phone to
reconcile medications and schedule a follow-up appointment.

Care coordinators also engaged in additional activities, which varied both within and
across demonstration states. These activities included meeting directly with patients to modify
and titrate medications, to engage patients in setting health goals, and to educate them on self-
managing their chronic diseases. Care coordinators also sometimes were tasked with preparing
or assembling the documentation or quality measure data needed to gain or renew formal
recognition from NCQA as a PCMH.?

Practices often also made other staffing changes, unrelated to their care coordination
staff. For example, practices sometimes hired additional providers to expand their office hours or
to increase the availability of same-day appointments. Some organizations that supported
multiple practices (e.g., Pods in New York, CCNC networks in North Carolina) hired staff with
specialized expertise, such as clinical pharmacists and nutritionists, to work with multiple
practices. We also heard about some practices hiring social workers or behavioral health
specialists to administer behavioral health screening questionnaires to patients and refer them to
behavioral health resources and social services in the community. Practices sometimes hired staff
focused specifically on information technology (IT) and data management, nurses certified as
diabetes educators, or lay patient navigators. The types of staff hired by demonstration practices
varied depending on the needs of practices’ patients and the availability of practice funds to hire
additional staff.

Finally, we heard that staff turnover was an issue for some practices in a few states, as
providers, care coordinators, or other staff who were not interested in the added responsibilities
of practicing as a PCMH left demonstration practices for more traditional practices or retired.
Only a small minority of practice staff seemed to fall into this category. Our interviews with
practice staff who stayed suggested that there was generally widespread and enthusiastic support
for the PCMH model among most practice staff.

Health IT. Practices initially experienced significant growing pains as they got used to
using their EHRs but eventually came to believe that EHRs improve patient care. Practices often

3 For descriptions of the care coordination activities that practices tended to focus on in different states, see the
“Changes Practices Made During the Evaluation Period” section in each state chapter in this report.
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had spent a year adapting to their EHR, then turned to the PCMH model—instead of trying to
modify practice workflows to accommodate both of these changes at once. Although practices
often actively used EHR registry functions and other features within their practice, they were
frustrated with the lack of interoperability between different EHR vendors. This prevented them
from being able to exchange with other providers electronic data that could automatically be
populated in their EHRs; instead, providers tended to receive PDFs of patient records. It was
often also difficult to get hospitals who were not part of the same health care system as a practice
to agree to send regular information alerting practices when their patients were seen in the
hospital.

3.3.2 Technical Assistance Offered to Practices

MAPCP Demonstration states offered participating practices technical assistance aimed
at helping them adopt the PCMH model, including learning collaboratives (involving in-person
meetings and webinars or conference calls) and one-on-one practice coaching or consultants.
Michigan also made available extensive ongoing training and technical assistance aimed
specifically at care managers.

Practice staff’s views of technical assistance ranged from quite positive (for example,
Maine and North Carolina) to more mixed assessments of its usefulness, with some interviewees
feeling that technical assistance was too elementary (Michigan), or initially useful but then
redundant in later years (Pennsylvania). Some interviewees also complained of how time-
consuming it was to participate in technical assistance offerings (Pennsylvania, Michigan, and
Vermont). Some states made changes to technical assistance offerings or added new topics based
on practice feedback (for example, Maine and Minnesota, where technical assistance came to be
viewed positively over time). One particular aspect of learning collaboratives that practice staff
singled out for praise was the opportunity to learn from other practices (Maine and Minnesota).

Maine, New York, Pennsylvania, Rhode Island, and Vermont had access to practice-level
feedback reports, beneficiary utilization files, and beneficiary assignment files through the
MAPCP Demonstration Web Portal. There was wide variation across states in the usage of these
data, although in general usage was relatively low and diminished over time. New York
consistently had the highest usage (with 95% or more of practices logging on to the portal at
least once per quarter), because the state chose to have one staff member from a Pod access the
portal and distribute reports to each of the practices within a Pod. The other states had
consistently low usage (with between 15% and 40% of practices logging on at least once per
quarter).

Feedback from the states and practices indicated that beneficiary-level utilization data
included in the MAPCP Demonstration Web Portal were the most useful because they could be
used to identify beneficiaries in need of care management. Some practices were confused by the
beneficiary assignment files they accessed because the lists of beneficiaries assigned to them for
a quarter often did not match the list of Medicare beneficiaries they thought should have been
assigned to them. Providers nevertheless found it useful to see trends in utilization and
expenditures over time, and appreciated being able to view their practice’s performance on
quality-of-care measures for Medicare patients.
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CMS and RTI International staff attempted to increase usage of the MAPCP
Demonstration Web Portal by explaining the value of these data, making adjustments to increase
the value of the files and reports available through this portal, and asking state initiative staff to
encourage their practices to use the portal. CMS provided each state with a monthly file showing
MAPCP Demonstration Web Portal login activity to help states monitor usage and identify
practices and organizations that were not regularly accessing the portal. The utility of the portal
did not increase as more experience was gained with the demonstration and as more data accrued
over time, despite efforts to increase usage.

As mentioned in Section 3.1.4, demonstration practices also had access to reports that
presented practice-level quality and utilization measures based on claims data and practice-
reported measures from other sources. As with the portal, these data tended to be viewed as
helpful when they were generated using recent data (even 6-month old data were considered too
dated); these data were also viewed as most helpful when they aggregated data from multiple
payers. The dashboard offered by Rhode Island had the most positive reception among the
demonstration states and was widely used by the second year of the demonstration and valued by
practice staff that we interviewed. It was updated quarterly and included practice-reported
quality and utilization measures based on data from Medicaid managed care plans, Medicare
Advantage plans, and commercial plans.# Rhode Island’s dashboard allowed practices to
compare their performance with other participating practices and included data on measures used
to determine performance-based payments in the demonstration—thus giving practices a major
incentive to refer to this dashboard. Meanwhile, practices had more mixed or even negative
views of many other quality measure reports to which they had access, which they typically felt
were too dated or inaccurate to be useful. We also heard some complaints about different payers
using different measures, defining measures differently, using different data sources, or using
different report formats, which made it difficult for practices to digest these reports easily.

3.3.3 Demonstration Payments

MAPCP Demonstration payment designs varied widely by state, but payments to
practices were aimed at not exceeding $10 per beneficiary per month (PBPM), on average.>
Some interviewees pointed out that these payments were lower than CMS’s concurrent
Comprehensive Primary Care initiative (which was meant to average $20 PBPM for 2 years,
then $15 PBPM).

Most states sought to incentivize or account for different practice or patient features in
their Medicare demonstration payment models. Some did this by offering higher payments to
practices with an in-house care coordinator (Michigan and Rhode Island) or that had achieved
higher scores on NCQA’s PCMH practice recognition standards (North Carolina and Vermont).
Others incentivized working with specific types of patients by offering higher demonstration
payments for patients with more chronic conditions (Minnesota), more advanced age
(Pennsylvania), lacking English as a native language (Minnesota), or a serious and persistent
mental illness (Minnesota). Half of the demonstration states incorporated a pay-for-performance

4 Information for Medicare FFS patients was available through a practice portal established by RTIL.
5 https://innovation.cms.gov/Files/x/mapcpdemo-Solicitation.pdf
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element into their payment model to incentivize practices to improve performance on quality
measures (Michigan, New York, Pennsylvania, and Rhode Island).

In three states, a single payment model was used by all participating payers (New York,
Vermont, and Pennsylvania), whereas the other states allowed different payers to use different
but comparable payment models. Table 3-4 details MAPCP Demonstration payments to
practices in the eight states.

MAPCP Demonstration payments offered to nonpractice supporting entities (Maine,
Vermont, Michigan, New York, and North Carolina) are described in Table 3-5.

Despite the variation in payment amounts and approaches, interviewees’ views about
payments were quite consistent across all eight MAPCP Demonstration states. Practices were
grateful to receive them but felt that payment amounts were insufficient to cover the cost of all of
the enhancements made to their practice. Demonstration payments usually were used to offset
the cost of new care managers’ salaries, and sometimes to purchase or upgrade an EHR system
or hire staff specializing in quality management (Maine) and social workers, dieticians, or mental
health professionals (Vermont).
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State
New York
Rhode Island

Table 3-4

Payments PMPM to MAPCP Demonstration practices!

Medicare

Medicaid Private payers

$7.002 (included $0.50 for P4P incentive pool and varying amounts for support organizations)

Same payment
methodology as
Medicaid and private
payers, except
Medicare payment was
capped at $6.00°

Original 2-year contract:

$3.00

Developmental contract startup (first year):

$3.00

+$2.503 (for nurse care manager)

Developmental contract transition (second year):

$5.50°

+$0.50 if quality measurement/reporting requirement met
Developmental contract Performance Year One (third year):
$5.50°

+$0.50 for each quality, patient experience, or utilization performance
target met (up to a maximum of $2.00)

(Up to a maximum of $7.50)
Developmental contract Performance Year Two (fourth year):
$5.50°

+$0.50 for achieving 4 out of 7 quality performance targets OR +$0.75
for meeting 6 out of 7 quality performance targets

+$0.50 for achieving 2 out of 3 patient experience performance targets
+$1.25 for achieving inpatient admissions reduction targets

+8$0.75 for achieving ER visit reduction target

(Up to a maximum of $8.75)

Developmental contract Performance Year Two-A (fifth year):

$5.50°

+8$0.50 for achieving 5 out of 7 quality performance targets and testing
new measures

+$0.50 for achieving 4 out of 6 patient experience performance targets
+8$0.50 for achieving inpatient admissions reduction targets
+$0.50 for achieving ER visit reduction target

+$1.25 for managing high-risk patients and reporting on transitions of
care, nurse care manager metrics

(Up to a maximum of $8.75)

+$1.16 (for nurse care manager)’

Year One renewal:
$5.50°

Year Two+ renewals:

$5.00° (01 performance targets met)/$5.50 (utilization target and 1 other target met)/$6.00 (all

targets met)

(continued)
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State

Vermont

North
Carolina

Minnesota*

Maine

Michigan

Table 3-4 (continued)

Payments PMPM to MAPCP Demonstration practices!

Medicare

Medicaid

Private payers

$1.20 to $2.39 (depending on NCQA 2008 score)/$1.36 to $2.39 (depending on NCQA 2011

score)

$2.50/$3.00/$3.50
(NCQA Level 1/2/3)

$10.14 (1-3 conditions)/
$20.27 (4-6 conditions)/
$30.00 (7-9 conditions)/
$45.00 (10+ conditions)
+15% for mental illness

+15% for patients who
speak English as a second
language

$6.95

$2.00

+$4.50 (if had a care
manager’)
+P4P incentives

$5.00/$2.50
(ABD patients/non-ABD
patients)

$10.14 (1-3 conditions)/

$20.27 (4-6 conditions)/ $40.54
(7-9 conditions)/

$60.81 (10+ conditions)

+15% for mental illness

+15% for patients who speak
English as a second language

$12.00

$1.50
+$3.00 (if had a care manager®)
+P4P incentives

(Public payers contributed $3.00 PBPM to an incentive

pool®)
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BCBSNC: Enhanced fee
schedule equivalent to a
minimum of $1.50

State Employee Health Plan:
inclusive with BCBSNC
enhanced fee schedule above

State allowed any payment
methodology consistent with
Medicaid’s MAPCP
Demonstration payment rates

$3.00

Payment methodology that was
actuarially equivalent to $1.50
+$3.00 (if had a care manager®)
+P4P incentives

(Private payers paid incentives
equivalent to $3.00 PMPM®)

(continued)



Table 3-4 (continued)
Payments PMPM to MAPCP Demonstration practices!

State Medicare Medicaid Private payers

Pennsylvania = Year One:
$1.50
+$0.60 (age 1-18)/$1.50 (age 19-64)/$5.00 (age 65-74)/$7.00 (age 75+)
+Up to 40% of the net savings they generated for a payer, based on cost and quality performance
Year Two:
$1.28
+$0.51 (age 1-18)/$1.28 (age 19-64)/$4.25 (age 65-74)/$5.95 (age 75+)
+Up to 45% of the net savings they generated for a payer, based on cost and quality performance
Year Three:
$1.08
+$0.43 (age 1-18)/$1.08 (age 19-64)/$3.61 (age 65-74)/$5.06 (age 75+)
+Up to 50% of the net savings they generated for a payer, based on cost and quality performance

NOTES:

1

2

5

6

Medicare amounts do not reflect sequestration, which reduced payments by 2 percent starting in April 2013.

In New York, practices were paid $7.00 PBPM. From this amount, practices were required to contribute $0.50 to
a P4P incentive pool administered by the AHI, $0.10 to AHI to administer this P4P incentive pool, and $0.50 to
AHI for vendor management, a data warehouse, and other centralized activities. The remaining $5.90 for practices
supported care management and other centralized services, such as quality improvement and reporting activities in
Pods 2 and 3, and enhanced physician salaries in Pod 2. As an alternative to paying practices $7.00 PMPM,
private payers could increase payment rates for E&M visits in a manner that was actuarially equivalent to $7.00
PMPM.

For practices that used a care manager employed by South County Hospital, this amount was reduced by $1.16
under the original 2-year contract, by $1.50 under the renewal contracts, and by $2.50 under the developmental
contract.

Minnesota gave 37 practices $5,000 mini-grants in 2010 and funded technical assistance for four safety net clinics
in 2011.

Paid to practices if the practice funded the care manager salary; otherwise paid to the PO (see Table 2-3).
Incentive payments went to POs, which paid at least 80 percent to practices.

ABD = aged, blind, or disabled; AHI = Adirondack Health Institute; BCBSNC = Blue Cross Blue Shield of North
Carolina; E&M = evaluation and management; ER = emergency room; MAPCP = Multi-Payer Advanced Primary
Care Practice; NCQA = National Committee for Quality Assurance; P4P = pay-for-performance; PBPM = per
beneficiary per month; PMPM = per member per month; PO = physician organization.
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Table 3-5

Payments PMPM to MAPCP Demonstration supporting organizations in five states!

State
New York?

Vermont

North Carolina

Maine

Michigan®

Medicare?

Medicaid

Pods (physician practice support organizations):
Dollar amounts varied by Pod (for care management and other centralized services)

AHI:

Private payers

$0.50 (for vendor management, data warchouse, and other activities)
$0.10 (administration fee for P4P incentive pool)
$0.50 (contribution to P4P incentive pool, which is then reallocated to practices)

CHTs:
$1.64

SASH program: $5.21

Community Care Networks:
$6.50

CCTs:
$2.95

POs:

$4.50 (if employed a care
manager)

+up to 20% of P4P
incentives

CHTs*:
$84,770

Community Care Networks:

$13.72 (ABD patients)
$3.72 (non-ABD patients)

CCTs:

$129.50 for high-risk
Medicaid beneficiaries who
enrolled in practices
certified as Health Homes®

POs:

$3.00 (if employed a care
manager)

+ up to 20% of P4P
incentives
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CHTs*:

BCBS of Vermont $84,770;
Cigna $63,770;

Mohawk Valley Plan $38,920

Community Care Networks:
$2.50 (paid by BCBSNC)

Annual lump sum based on a
1:40 ratio of 1 full-time
equivalent nurse care manager to
40 high-risk members (paid by
the State